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THE  BRITISH  GYNECOLOGICAL  SOCIETY. 

Wednesday,  January  8,  1890. 
ARTHUR  V.  MACAN,  M.B.,  President,  in  the  Chair. 

Present  :  22  Fellows,  2  Visitors. 

The  Officers  and  Council  for  the  ensuing  year  were  duly- 
elected. 

Dr.  Heywood  Smith  shewed  an  instrument  manufactured 
by  Messrs.  Mayer  &  Meltzer  which  combined  the  advantages 
of  the  duck  bill  and  the  bivalve  speculum.  It  also  admitted 
of  being  readily  taken  to  pieces  for  purposes  of  cleaning. 
He  said  he  had  had  no  personal  experience  of  its  use. 

Dr.  Bantock  observed  that  the  same  objection  applied  to 
this  as  to  all  bivalve  speculums.  They  were  all  of  one  size 
and  nothing  had  yet  been  invented  to  take  the  place  of  the 
Neugebauer  speculum. 

Dr.  Fexton  said  the  posterior  valve  required  to  be  longer 
than  the  anterior,  so  as  to  open  up  the  posterior  cul-de-sac. 

Dr.  Bagot  mentioned  that  in  Dublin  they  used  a  modi- 
fication of  Collin's  speculum,  which  had  shorter  blades,  and 
in  which  the  posterior  blade  was  longer  than  the  other.     He 
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thought  that  with  this  form  of  speculum  one  could  not  draw 
down  the  cervix  enough  owing  to  the  length  of  the  blades. 

Dr.  Barnes  asked  whether  any  speculum  brought  down 
the  speculum  cervix,  he  only  knew  of  one  that  did  so,  and 
that  was  his  own. 

The  President  said  that  the  specimens  he  was  about  to 
shew  bore  on  the  question  of  the  vaginal  extirpation  of  the 
uterus.  The  patient  was  a  woman  about  39  years  of  age, 
who  suffered  from  haemorrhage.  When  he  was  called  to  see 
her  in  consultation  he  found  that  one  lip  of  the  os  was  thinned 
out  over  a  tumour  resembling  a  fibrous  tumour.  She  was  un- 
married and  had  not  had  any  children.  He  admitted  her  to 
the  Rotunda  Hospital,  and  scraped  out  the  tumour  from  the 
cervix  with  great  and  suspicious  ease,  and  curetted  the  whole 
of  the  interior  of  the  uterus.  For  a  time  she  was  relieved  and 
the  haemorrhage  ceased.  Subsequently,  however,  the  haemor- 
rhage returned  and  he  admitted  her  into  a  ward  at  Sir  Patrick 
Dun's  hospital,  where,  ten  weeks  after  the  first  operation  he 
extirpated  the  uterus.  The  patient,  however,  had  a  sharp 
rise  of  temperature  on  the  next  afternoon,  and  died  of  peri- 
tonitis on  the  seventh  day.  From  the  vomiting  and  low 
temperature  he  thought  she  might  have  ileus,  and  as  he  had 
already  seen  a  case  of  the  kind  he  determined  to  make  an 
effort  to  save  her,  and  he  therefore  opened  the  abdomen. 
There  was  acute  peritonitis,  and  this  rendered  it  difficult  to 
make  a  thorough  examination  of  the  intestines.  She  died 
next  day.  The  specimen  had  been  examined  and  proved  to 
be  carcinoma.  In  the  interior  of  the  uterus  there  was  an 
adenoma,  of  which  the  remains  could  be  seen  in  the  specimen. 

He  also  shewed  a  specimen  removed  from  an  unmarried 
servant  girl,  28  years  of  age,  who  was  admitted  with  a  large 
abdominal  tumour,  suffering  from  a  good  deal  of  pain.  On 
examination  he  thought  it  was  probably  an  ovarian  tumour, 
although  it  was  difficult  to  make  an  accurate  diagnosis.  On 
opening  the  abdomen  he  found  the  tumour  was  quite  solid. 
The  origin  of  the  growth  was  two-fold.  There  were  two 
pedicles,  one  was  from  the  end  of  the  ovary  and  there  was 
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another  pedicle  with  a  wide  attachment  to  the  opposite  broad 
ligament.  It  was  a  question  as  to  whether  it  grew  from  the 
ovary  or  from  the  broad  ligament.  Perhaps  on  insufficient 
grounds  they  came  to  the  conclusion  that  it  was  a  solid 
tumour  of  the  ovary.  When  examined  it  was  found  to  be 
a  fibro-sarcoma,  a  rare  form  of  disease.  It  was  now  over  six 
months  since  she  had  been  operated  upon,  and  she  was  still 
quite  well.  He  added  that  if  one  had  suspected  that  it  was 
malignant  one  could  easily  have  removed  part  of  the  ovary. 
This  was,  however,  not  suspected  at  the  time. 

Dr.  Bantock  recalled  a  case  in  which  several  fibroid 
tumours  of  the  uterus  existed  prior  to  the  supervention  of 
cancerous  disease.  One  patient,  on  whom  had  been  performed 
ovariotomy  also  had  a  number  of  fibroids.  At  the  time  of 
the  operation  there  was  no  appearance  of  cancerous  disease, 
but  two  or  three  years  later  she  succumbed  to  cancer  of  the 
uterus.  Another  case  was  that  of  a  patient  who  had  had  her 
appendages  removed  for  menorrhagia  due  to  small  fibroids, 
and  for  a  year  or  two  she  experienced  very  great  relief  Then 
the  discharge  and  pain  declared  themselves,  and  she  became 
the  subject  of  pronounced  carcinoma  of  the  cervix,  evidently 
quite  independent  of  the  fibroid  disease.  He  said  he  was 
not  clear  as  to  the  extent  of  the  connection  with  the  broad 
ligament.  He  observed  that  it  was  not  rare  for  sarcomatous 
tumours  to  form  connections  by  adhesions. 

Dr.  Heywood  Smith  urged  that  it  would  be  desirable 
to  have  a  microscopic  examination  made  of  the  growth  in 
order  to  make  out  clearly  whether  it  came  from  fibrous  or 
epithelial  elements.  As  the  disease  appeared  to  have  attacked 
the  cervix  he  thought  it  was  very  probably  of  an  epithelio- 
matous  nature. 

Dr.  ROUTH  said  he  was  certain  that  one  of  the  common 
forms  of  defeneration  of  these  fibroid  tumours  was  cancer. 
It  was  by  no  means  uncommon  to  find  one  part  of  the 
tumour  strictly  fibrous  in  character  while  lower  down  there 
was  distinct  evidence  of  cancerous  elements.  He  observed 
that  in  a  person  with  a  strong  hereditary  predisposition  to 
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cancer  the  irritation  caused  by  the  presence  of  fibroids  might 
determine  the  cancerous  formation. 

Dr.  Bagot,  in  reference  to  the  remarks  of  the  preceding 
speaker,  observed  that  carcinoma  could  only  arise  from  epi- 
thelial structures,  but  sarcomatous  growths  could  start  from 
fibroids. 

Dr.  Bantock  read  the  notes  of  a  case  of  double  dermoid 
tumour  in  a  married  woman  aged  30,  who  had  her  first  child 
in  July  last.  She  last  menstruated  on  September  loth,  and 
she  came  into  the  Samaritan  Hospital  in  the  beginning  of 
December  with  a  large  abdominal  tumour  on  the  right  side. 
He  operated  thirteen  days  after  admission  and  removed  the 
tumour,  which  he  handed  round.  It  was  distinctly  dermoid, 
and  contained  hair,  &c.  He  had  considerable  difficulty,  owing 
to  the  shortness  of  the  pedicle.  He  had  neglected  to  adopt 
his  usual  practice,  mentioned  in  his  recent  paper,  of  applying 
a  ligature  to  the  outside  of  the  pedicle  first  of  all.  It  was 
not  very  thick  and  he  thought  it  would  be  sufficient  to  com- 
press it  and  tie  it  with  a  figure  of  eight  ligature,  with  a  sub- 
sequent circular  ligature.  Before,  however,  he  had  completed 
the  operation  he  found  the  pedicle  had  slipped,  and  he  had  a 
good  deal  of  difficulty  in  picking  it  up  again,  and  it  was  not 
until  he  had  applied  three  or  four  extra  ligatures  that  he  was 
satisfied.  Even  after  that  there  was  some  bleeding  from  the 
pelvis,  the  source  of  which  could  not  be  made  out,  and  he 
therefore  kept  the  patient  well  under  observation  and  drained. 
After  removing  the  tumour,  much  diminished  in  size  by  the 
escape  of  its  contents,  he  came  across  another  one  of  the  same 
character  on  the  other  side,  which  he  also  handed  round.  In 
consequence  of  the  bleeding  he  was  obliged  to  use  a  drainage 
tube.  It  was  in  for  nine  days,  but  on  the  seventh  and 
eighth  days  there  was  a  distinctly  unpleasant  odour,  and  he 
washed  out  the  cavity  with  sulphurous  acid,  which  effectually 
removed  it.  He  mentioned  that  along  with  these  tumours 
the  uterus  was  enlarged,  apparently  of  the  size  of  a  two  or 
three  months'  pregnancy.  The  patient,  however  did  not  abort, 
and  was  doing  well,  and  there  was  every  prospect  of  her  going 
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her  full  time.  He  added  that  the  pregnancy  was  made  out 
prior  to  operation.  The  extraordinary  and  interesting  point 
was  the  fact  of  the  woman  becoming  pregnant  with  both 
ovaries  in  such  a  disorganised  condition.  He  proposed  to 
have  the  specimens  carefully  examined  to  see  if  any  healthy 
ovarian  tissue  could  be  found,  for  some  there  must  have  been. 
He  said  it  was  easy  enough  to  understand  that  some  ovarian 
tissue  might  remain,  because  dermoid  cysts  were  congenital, 
and  it  did  not  follow  that  the  whole  of  the  organ  must  neces- 
sarily be  involved.  The  only  inconvenience  complained  of 
was  the  weight  and  pressure  of  the  tumour,  which  weighed 
over  four  pounds.     The  tubes  were  perfectly  healthy. 

Dr.  Barnes  hoped  that  Dr.  Bantock  would  give  the 
Society  the  subsequent  history  of  the  case. 

The  President  said  that  the  fact  of  the  woman  having 
conceived  and  borne  a  child  was  sufficient  evidence  of  there 
having  been  some  healthy  tissue  left. 

The  President  then  delivered  the  following  valedictory 
address  : — 


Oji  the  Vaginal  Extirpatio7t  of  tlie  Uterus. 

Bv  Arthur  V.  Macan,  M.B.,  M.A.O.,  Univ.  Dub. 

It  is  very  usual  for  a  President  at  the  close  of  his  year  of 
office  to  give  a  short  account  of  the  principal  papers  read  and 
specimens  exhibited  during  the  preceding  session.  If  I 
depart  from  that  time-honoured  custom  to-night  it  is  because, 
being  but  seldom  able  to  attend  your  meetings,  I  think  it 
better  to  use  this  opportunity  to  bring  under  your  notice  a 
subject  that  has  lately  greatly  occupied  my  attention,  rather 
than  give  you  a  resume  of  papers  which  you  can  all  find 
reported  in  the  Transactions.  That  subject  is  the  vaginal 
extirpation  of  the  uterus,  a  specimen  of  which,  removed  a 
short  time  ago  for  cancer,  I  have  to-night  had  the  honour  of 
exhibiting  to  the  Society.  Another  reason  why  I  would  wish 
to  bring  this  subject  before  you  is  that,  as  far  as  I  can  find 
out  from  the   Transactions  of  the  Society,  it  has  only  once 
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before  been  alluded  to  at  your  meetings.  This  is  now  more 
than  two  years  ago,  when  Dr.  F.  A.  Purcell  exhibited  here  a 
very  similar  specimen  to  mine,  and  gave  the  results  obtained 
in  four  cases  where  he  had  performed  the  operation.  In  three 
out  of  four  of  Dr.  Purceil's  cases  a  return  of  the  disease  took 
place  within  a  few  months,  and  though  he  took  especial  care 
to  draw  the  attention  of  the  Society  to  the  fact  that  these 
three  cases  were  very  unfavourable  for  the  operation,  on 
account  of  the  extensive  implication  of  the  vaginal  walls, 
still  I  cannot  but  think  that  the  unfavourable  views  then  ex- 
pressed by  some  of  our  Fellows,  both  as  to  the  operation 
itself  and  its  results,  were,  to  a  large  extent,  based  on  the 
unfavourable  result  in  these  cases. 

Since  that  time  the  operation  has  been  very  extensively 
practised  on  the  Continent,  its  indications  more  accurately 
fixed,  its  technique  greatly  simplified,  and  its  mortality  and 
final  result  to  a  great  extent  determined. 

I  think,  therefore,  that  we  are  now  fairly  in  a  position  to 
find  answers  to  the  following  questions  : — 

1.  What  is  the  mortality  of  the  operation  ? 

2.  In  what  percentage  of  cases,  when  it  is  done  for  cancer, 
may  a  permanent  cure  be  reasonably  looked  for  ? 

3.  What  are  the  indications  for  its  performance  in  malig- 
nant disease? 

4.  In  cases  in  which  the  operation  fails  to  bring  about  a 
permanent  cure,  is  the  condition  of  the  patient,  when  the 
disease  recurs,  better  or  worse  than  it  would  have  been  had 
the  operation  not  been  performed  ? 

5.  Is  the  mortality  of  the  operation  in  skilled  hands  suffi- 
ciently low  to  justify  us  in  resorting  to  it  in  cases  that  are  not 
necessarily  fatal  to  life,  like  cancer  ? 

6.  What  is  the  best  way  of  performing  the  operation  ? 
What  are  the  chief  dangers  and  difficulties  likely  to  be  expe- 
rienced, and  how  can  they  best  be  avoided  ? 

I.  What  is,  then,  the  mortality  of  the  vaginal  extirpation 
of  the  uterus? 

In  trying  to  answer  this  question  it  would  be  obviously 
unfair  to  collect  together  all  the  cases  of  vaginal  extirpation 
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of  the  uterus  that  have  ever  been  published,  and  therefrom 
deduce  the  mortality  of  the  operation.  As  well  might  we 
try  to  determine  in  a  similar  manner  the  necessary  mortality 
of  ovariotomy.  If  we  want  to  know  what  should  be  the 
death-rate  of  this  operation  we  would,  I  think,  prefer  to  follow 
the  practice  of  some  single  man  who  has  had  great  experience 
in  the  operation,  and  take  his  mortality  as  our  standard. 
Even  then  we  ought  in  fairness  to  exclude  a  large  number  of 
the  early  cases,  where  many  questions  as  to  the  technique  of 
the  operation  itself,  or  the  conditions  under  which  it  can  be 
most  favourably  performed,  were  still  unsettled.  In  this  way 
only  can  a  fair  death-rate  be  settled.  Such  a  man  I  think  we 
may  find  for  ovariotomy  in  Mr.  Lawson  Tait,  while  for  the 
operation  of  the  vaginal  extirpation  of  the  uterus  Professor 
Leopold,  of  Dresden,  who  has  lately  published  the  results  of 
1 10  cases  in  the  xxx.  and  xxxvi.  volumes  of  the  Archiv  f. 
Gynaekologie,  may  very  well  be  our  standard.  In  80  of  these 
no  cases  the  operation  was  performed  for  malignant  disease 
of  the  uterus ;  in  17  cases  it  was  done  for  the  removal  of 
myomata ;  in  5  cases  for  prolapse  of  the  uterus ;  in  6  cases 
for  disease  of  the  uterine  appendages;  and  in  2  cases  for 
profound  neurosis,  which  was  in  one  case  hystero-epilepsy. 
Of  the  80  cases,  where  the  operation  was  performed  for 
mahgnant  disease  of  the  uterus  4  died.  A  mortality  of  5  per 
cent,  one  of  ileus  and  three  of  sepsis.  In  one  case,  when  the 
disease  was  very  extensive,  the  sepsis  took  its  origin  in  a  por- 
tion of  the  carcinomatous  mass  that  was  left  behind.  In  a 
second  case  a  suture  which  was  found  necessary  to  stop 
haemorrhage  was  passed  by  mistake  through  the  rectum,  and 
the  wound  became  infected  from  this  source.  In  the  third 
case  there  were  very  extensive  adhesions  to  the  rectum,  and 
infiltration  of  the  parametrium,  and  at  the  post-mortem  it 
was  found  that  the  serous  coat  of  the  intestines  was  involved. 
In  two,  therefore,  of  the  fatal  cases  Professor  Leopold  found 
that  the  disease  had  extended  so  far  as  to  make  the  cases 
quite  unsuitable  for  the  operation.  Further,  the  accident  of 
passing  the  suture  through  the  rectum  might  by  more  care  be 
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avoided  in  future,  while  it  is  probable  that  when  the  symptoms 
due  to  ileus  are  better  understood,  this  cause  of  death  will 
probably  be  avoided  by  an  early  abdominal  section.  Hence 
there  is  reasonable  cause  to  hope  that  even  this  mortality 
of  5  per  cent,  may  in  future  be  still  further  considerably 
reduced. 

2.  Before  passing  on  to  inquire  in  what  percentage  of  cases 
a  permanent  cure  was  effected,  I  may  remark  that  there  is  a 
strong  concensus  of  opinion  among  those  who  have  performed 
very  many  of  these  operations,  that  if  a  patient  remains  free 
from  any  return  for  two  years  the  disease  has  in  all  probability 
been  entirely  eradicated.  Of  course  the  absolute  truth  of 
this  proposition  may  be  questioned,  but  there  can  be  no  doubt 
that  the  cases  in  which  a  recurrence  of  the  disease  first  shows 
itself  after  two  years  are  very  rare. 

Let  us,  then,  examine  the  results  obtained  in  these  cases 
by  this  standard. 

Of  the  80  patients  operated  on  for  cancer,  only  42  have 
been  operated  on  for  more  than  two  years,  and  of  these  42 
cases  27  are  still  free  from  a  recurrence.  In  other  words,  of 
42  cases  that  were  otherwise  certain  to  die  of  carcinoma,  27,  or 
64 J^  per  cent.,  have  been  saved  by  the  operation. 

3.  The  indications  for  the  operation  in  cases  of  cancer  will, 
I  think,  be  best  brought  .out  by  considering  the  operations 
with  which  in  such  cases  the  vaginal  extirpation  comes,  so  to 
speak,  in  competition.  The  chief  of  these  is  the  high  ampu- 
tation of  the  cervix  according  to  Schroeder's  method.  Against 
this  operation  and  in  favour  of  the  total  extirpation  is  the  fact 
that,  it  is  impossible  to  say  beforehand  how  high  the  disease 
reaches,  and  therefore  as  the  mortality  of  the  total  extirpation 
is,  if  anything,  less  than  that  of  the  high  amputation,  the 
former  operation  is  every  day  finding  more  favour  on  the 
Continent.  The  dangers  and  disadvantages  of  both  Freund's 
operation,  and  of  the  supra-vaginal  amputation  of  the  fundus 
almost  exclude  them  from  competition.  A  more  difficult 
question  to  settle  is  what  amount  of  infiltration  of  the  para- 
metria and  fixation  of  the  uterus  contra-indicate  the  operation. 
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Slight  infiltration  of  the  broad  ligaments  certainly  does  not, 
as  such  infiltration  has  been  found  in  many  cases  to  be  of  an 
inflammatory,  and  not  of  a  cancerous,  nature.  Of  fourteen  of 
Leopold's  cases  in  which  this  was  present  the  disease  has  only 
returned  in  three.  As  long  as  the  uterus  can  be  drawn  down, 
so  long  is  the  operation  allowable.  It  would  seem,  however, 
that  infiltration  of  the  posterior  ligaments  is  a  more  serious 
contra-indication  than  a  similar  condition  of  the  broad  liga- 
ments. In  a  considerable  number  of  cases,  however,  we  may, 
I  think,  consider  the  indications  for  the  operation  to  be  abso- 
lute. For  instance,  in  cases  of  carcinoma  of  the  vaginal 
portion  and  cervix,  when  the  vaginal  walls  are  not  involved, 
and  the  uterus  is  itself  free,  and  it  is  uncertain  how  high  up 
towards  the  fundus  the  disease  reaches.  Also  in  all  cases  of 
carcinoma  of  the  fundus  when  the  uterus  is  not  too  large,  and 
the  parametria  are  not  at  all,  or  very  slightly  infiltrated.  Even 
when  the  disease  involves  to  a  greater  or  less  extent  the 
anterior  vaginal  wall,  it  would  seem  better  to  dissect  this  off 
as  close  as  possible  to  the  mucous  of  the  bladder,  rather 
than  at  once  give  up  all  hopes  of  a  permanent  cure  by  the 
operation. 

4.  The  question  whether  the  patients  in  whom  the  disease 
sooner  or  later  recurs  are  in  a  better  condition  than  if  they 
had  not  been  operated  on  is  answered  by  Leopold  unhesi- 
tatingly in  the  affirmative.  This,  however,  does  not  agree 
with  the  views  put  forward  by  some  members  of  this  Society, 
when  Dr.  Purcell  brought  forward  his  cases,  but  I  think  it  may 
fairly  be  concluded  that  their  condition  cannot  be  very  mate- 
rially worse,  and  does  not  therefore  weigh  very  heavily  against 
the  operation  when  done  in  suitable  cases. 

5.  Now  if  we  admit  that  the  mortality  of  the  operation 
when  performed  for  cancer  is  only  5  per  cent,  or  under,  I 
think  it  may  readily  be  conceded  that  there  are  other  condi- 
tions besides  malignant  disease  for  the  cure  of  which  the 
vaginal  extirpation  is  justifiable.  Thus,  Dr.  A.  Martin,  of 
Berlin,  has  several  times  performed  it  in  cases  of  menorrhagia, 
which  had  resisted  curetting  and  even  the  removal  of  the 
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ovaries.  And,  as  I  have  already  mentioned,  Leopold  has  per- 
formed it  in  thirty  cases  for  other  indications  besides  cancer, 
such  as  some  forms  of  myomata,  diseases  of  the  uterine 
appendages,  severe  neurosis,  and  for  prolapse.  In  this  prac- 
tice, he  has  been  more  or  less  followed  by  other  operators. 
But  it  would  lead  me  too  far  to-night  to  try  and  discuss  the 
limits  of  the  operation,  in  these  several  classes  of  cases,  so  I 
will  pass  on  to  consider  our  last  question,  viz. : — 6.  What  is 
the  best  and  simplest  way  of  performing  the  operation? 
What  are  the  chief  difficulties  and  dangers  likely  to  be  met 
with,  and  how  can  they  best  be  avoided  ? 

After  a  thorough  disinfection  of  the  vagina,  and  as  far  as 
possible,  the  uterine  cavity  itself,  the  cervix  is  drawn  down 
forcibly  by  means  of  a  forceps,  and  the  woman  being  in  the 
stone  position,  the  cervix  and  fornices  of  the  vagina  are 
brought  into  view  by  means  of  a  Simon's  speculum  and  re- 
tractors. The  mucous  membrane  of  the  vagina  is  next  incised 
all  round  the  cervix,  and  the  speculum  being  withdrawn,  the 
bladder  is  separated  up  as  far  as  possible  from  the  front  and 
sides  of  the  cervix  by  the  fingers.  This  is  a  very  important 
step  in  the  operation,  for  if  the  bladder  be  not  well  separated, 
there  will  be  a  danger  of  including  the  ureters  when  tying  the 
broad  ligament. 

The  cervix  is  next  freed  as]  high  as  possible  posteriorly, 
so  that  nothing  but  that  portion  of  the  broad  ligament  which 
carries  the  uterine  vessels  is  left  unseparated  at  each  side. 

In  order  to  tie  the  right  broad  ligament  the  cervix  is 
drawn  firmly  over  to  the  left  side,  and  the  lowest  portion  of 
the  ligament  carried  forward  on  the  tip  of  the  left  index  finger, 
and  transfixed  with  a  stout  (strongly  curved)  aneurism  needle, 
carrying  a  ligature  from  before  backwards,  and  this  portion 
tied  and  separated  from  the  uterus.  We  can  then  do  the 
same  on  the  left  side,  forcing  the  ligament  forv/ard  with  the 
right  index  finger  and  passing  the  ligature  with  the  left.  We 
can  thus  tie  and  cut  alternately  successive  small  portions  of 
both  broad  ligaments,  till  finally  the  uterus  is  entirely  sepa- 
rated from  its  attachments.    The  danger  of  including  the 
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ureter  in  the  ligature  is  best  avoided  by  separating  the  bladder 
freely  from  the  uterus,  and  drawing  the  latter  well  down  while 
passing  the  ligature.  The  exact  period  of  the  operation  when 
the  anterior  and  posterior  cul-de-sacs  are  opened  is  not  very 
material,  nor  is  any  clamping  of  the  broad  ligaments  required 
before  separating  the  portion  included  in  such  ligature.  After 
the  uterus  is  removed  the  vagina  and  Douglas's  space  should 
be  thoroughly  disinfected,  and  the  stumps  of  the  broad  liga- 
ments drawn  gently  down  by  means  of  the  ligatures,  the 
whole  vagina  well  powdered  with  iodoform,  and  the  ligatures 
cut  short.  I  do  not  think  that  either  a  drainage  tube  or  plug- 
ging with  iodoform  gauze  is  in  the  least  necessary. 

The  after  treatment  of  these  cases  is  simplicity  itself.  For 
unless  the  ureters  have  been  tied  or  infection  takes  place,  the 
patient's  temperature  is  quite  normal,  and  they  are  quite  free 
from  pain.  To  use  Schroeder's  expression,  "  they  lie  there 
like  ordinary  puerperal  cases."  The  stitches  need  not  be 
disturbed  for  ten  or  twelve  days,  and  the  patient  may  be  dis- 
charged in  three  weeks. 

The  chief  difficulties  that  may  be  encountered  are  from 
a  very  narrow  vagina,  fixation  of  the  uterus,  or  unusually 
firm  adhesion  of  the  bladder  to  the  cervix.  The  vagina,  if 
very  narrow,  can  be  freely  incised,  and  the  uterus  becomes 
much  more  movable  after  the  vaginal  wall  has  been  incised 
all  round  it,  while  with  patience  and  perseverance  the 
bladder  can  usually  be  peeled  off  without  tearing  it  through. 
Should  this,  however,  happen  the  rent  can  readily  be 
sewn  up. 

The  dangers  of  the  operation  are  but  few,  viz.,  haemor- 
rhage, infection,  and  in  some  rare  cases  where  the  bladder  is 
hard  to  separate,  tying  the  ureters.  The  danger  of  haemor- 
rhage is,  however,  chiefly  due  to  including  a  large  mass  of  the 
broad  ligament  in  one  ligature,  and  may  certainly  be  avoided. 
The  danger  from  sepsis  is  harder  to  overcome.  If  the  vagina 
is  filled  with  a  malignant  mass,  this  should  be  removed  as  far 
as  possible  with  a  Simon's  spoon,  and  the  surface  cauterised. 
In  cases  where  the  disease  is  confined  to  the  inside  of  cervix 
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or  fundus  we  should  wash  out  the  uterus,  and  plug  the  cervix 
with  iodoform  gauze,  or  inject  an  iodoform  emulsion  into  the 
cavity.  The  danger  of  infection  from  the  rectum  will  best  be 
avoided  by  care  in  the  introduction  of  the  ligatures,  by  avoid- 
ing any  rectal  examination  either  immediately  before  or 
during  the  operation,  or  by  a  most  thorough  disinfection  of 
the  hands  when  any  such  examination  is  found  to  be  neces- 
sary. 

I  cannot  conclude  without  trying  to  impress  on  all,  but 
more  especially  those  engaged  in  general  practice,  the  im- 
mense importance  of  making  an  early  diagnosis  in  all  cases 
of  menorrhagia.  For  the  success  of  the  vaginal  extirpation 
of  the  uterus  mainly  depends  on  each  case  presenting  itself 
for  operation  while  the  uterine  ligaments  are  still  free  from 
infiltration,  and  before  the  disease  has  had  time  to  implicate 
the  vaginal  walls. 

On  the  motion  of  Dr.  Barnes  a  vote  of  thanks  was  agreed 
to  by  acclamation  to  the  President. 

The  Treasurer  (Dr.  Bantock)  then  read  the  Annual 
Report,  showing  the  Society  to  be  in  a  prosperous  financial 
condition,  the  number  of  members  in  arrears  with  their  sub- 
scription having  been  very  materially  reduced. 

Dr.  Fancourt  Barnes  congratulated  the  Society  upon 
the  absolutely  satisfactory  nature  of  the  Report,  and  he  pro- 
posed a  vote  of  thanks  to  the  Treasurer  for  the  admirable  way 
in  which  he  had  fulfilled  very  delicate  and  ungrateful  duties. 
With  that  vote  he  wished  also  to  associate  the  name  of  Dr. 
Bedford  Fenwick,  the  senior  and  outgoing  Secretary,  who  had 
had  to  carry  out  the  tedious  negociations  with  reference  to 
the  transference  of  the  Society  to  the  new  premises. 

Dr.  ROUTH  seconded  the  motion,  which  was  agreed  to 
by  acclamation. 

Dr.  Bantock  and  Dr.  Fenwick  having  replied  in  suitable 
terms — 

Dr.  R.  T.  Smith  showed  an  ovarian  tumour  removed  the 
week  before.  The  interest  of  the  case  was  chiefly  clinical.  The 
patient  had  been  examined  by  several  authorities  and  thought 
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to  be  pregnant  because  she  had  a  tumour  reaching  above  the 
umbilicus.  She  was  seen  by  Dr.  Fenwick  last  week,  when 
she  was  suffering  from  shock,  and  he  diagnosed  ovarian 
tumour  with  possibly  a  twisted  pedicle.  He  advised  rest,  but 
three  days  later  she  had  another  attack  with  intense  shock 
and  vomiting,  and  two  days  after  that  she  was  sent  to  the 
hospital.  The  day  after  admission  the  pain,  &c.,  recurring,  he 
operated.  On  making  the  incision  some  clear  fluid  and  floccu- 
lent  matter  escaped.  He  thought  it  was  a  case  of  rupture  of 
part  of  a  multilocular  cyst  and  there  were  some  ecchymoses, 
which  might  mark  the  seat  of  the  rupture.  Two  days  after  the 
operation  she  was  very  ill.  Temperature  99°,  but  the  pulse 
120°.  As  nothing  but  clear  serum  came  from  the  tube  he  took 
it  out,  and  she  then  took  a  turn  for  the  better  and  was  now 
doing  very  well.  The  tumour  was  an  ordinary  multilocular 
cyst,  containing  glairy  fluid  and  some  blood.  He  added,  that 
there  was  marked  peritonitis  at  the  time  of  the  operation. 

Dr.  Bedford  Fenwick  said  that  when  he  examined  the 
patient  a  first  time  the  tumour  reached  to  within  two  inches 
of  the  ensiform  cartilage,  but  on  the  second  occasion  the  dull 
line  had  come  down  nearly  to  the  umbilicus.  It  looked  as  if 
there  had  been  some  oozing  at  the  back  of  the  tumour,  where 
there  was  a  shrunken  puffy  part  pointing  to  the  presence  of  a 
ruptured  vesicle. 

Dr.  Bagot  asked  how  long  a  period  of  time  had  elapsed 
between  the  suspected  rupture  and  the  operation.  He  thought 
it  was  a  case  that  shewed  the  danger  of  making  vaginal 
examinations  without  antiseptic  precautions. 

Dr.  Fenwick  said  three-and-half  days. 

Dr.  BantOCK  said  that  rupture  of  an  ovarian  cyst  was  not 
an  uncommon  thing,  but  he  had  not  met  with  a  case  in  which 
such  severe  symptoms  had  followed  its  occurrence.  He  men- 
tioned that  some  years  ago  he  had  ruptured  a  cyst  in  the 
course  of  his  examination.  The  cyst  occupied  Douglas's 
pouch,  and  fibroids  were  also  present  and  it  was  impossible  to 
say  which  was  fibroid  and  which  cyst.  It  was  in  endea- 
vouring to  make  this  out  that  he  felt  something  give  way  and 


14  The  British  Gynecological  Society. 


the  tumour  disappeared  from  the  pelvis.  He  assumed  that 
rupture  had  taken  place,  but  the  patient  could  not  be  operated 
upon  until  the  following  morning.  When  the  abdomen  was 
opened  the  contents  escaped,  being  of  a  dark  grumous  character. 
He  removed  the  cyst,  washed  out  the  cavity  and  drained,  and 
the  patient  did  well.  Her  temperature  never  went  above  99°. 
In  another  case,  the  patient  then  residing  in  Canada,  fell 
down  stairs  and  burst  an  ovarian  tumour.  She  had  no  symp- 
toms of  any  particular  moment,  and  soon  after  she  was 
enabled  to  undertake  the  journey  to  this  country.  On  re- 
moving the  tumour  it  was  quite  easy  to  see  where  the  rupture 
had  been.  It  had  healed  up  and  the  cyst  was  quietly  refilling. 
There  were  no  constitutional  symptoms.  That  was  particu- 
larly the  case  in  rupture  of  colloid  tumours,  in  which  the 
rupture  began  as  a  pin  hole.  He  was  unable  to  explain  how 
it  was  there  had  been  so  much  disturbance  in  Dr.  Smith's 
case.  That  was  more  frequently  noticed  in  cases  of  rupture 
into  the  cyst,  which  was  often  associated  with  symptoms  of 
strangulation.  He  did  not  gather  that  there  had  been  any 
rupture  into  the  cyst.  He  was  not  prepared  to  accept  the 
statement  that  the  symptoms  were  due  to  rupture  into  the 
peritoneal  cavity.  He  did  not  think  either  that  such  a  rent 
would  heal  up  in  three  days. 

Dr.  Bagot  mentioned  that  the  drainage  of  indifferent 
fluids  into  the  peritoneal  cavity  did  not  usually  give  rise  to 
constitutional  disturbance.  He  mentioned  that  he  had  seen 
their  President  purposely  open  the  Fallopian  tubes  in  cases 
of  hydrosalpinx  and  allow  them  to  -drain  into  the  peritoneum 
without  any  bad  results. 

The  President  denied  that  the  escape  of  indifferent 
fluids  was  likely  to  set  up  irritation,  and  he  thought  that 
tapping  ovarian  cysts  sometimes  resulted  in  their  cure,  be- 
cause it  left  an  opening  through  which  the  cyst  drained  its 
contents.  He  said  he  had  operated  in  several  cases  of  hydro- 
salpinx in  the  manner  described  and  without  drainage.  He 
observed  that  blood  was  just  such  an  indifferent  fluid  and 
the  escape  of  blood  was  in  his  opinion  no  justification  for 
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draining.  Transfusion  of  blood  into  the  peritoneum  was  even 
an  excellent  way  of  restoring  a  patient  under  certain  circum- 
stances. He  said  he  had  intended  to  bring  forward  a  paper 
on  that  very  subject  and  to  ask  them  to  give  the  indications 
for  drainage. 

Dr.  R.  T.  Smith  said  it  was  because  the  symptoms  were 
unusual  that  he  brought  the  case  before  the  notice  of  the 
Society.  After  they  had  removed  the  tumour  they  found  a 
small  cyst  the  size  of  a  pea  that  had  burst  and  its  contents 
were  then  oozing  out.  A  fortnight  before  Dr.  Fenwick  had 
seen  her  she  had  had  an  attack  which  had  alarmed  her  doctor. 

The  Society  then  adjourned. 
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THE  BRITISH  GYNECOLOGICAL  SOCIETY. 

Wednesday,  January  22,  1890. 

C.  H.  F.  ROUTH,  M.D.,  President,  in  the  Chair. 

Present  :  Fellows  22,  Visitors  4. 

The  following  were  proposed  for  election : — C.  F.  Gray, 
M.R.C.S.,  Newmarket ;  E.  T.  Collins,  Birmingham. 

Mr.  Jessett  read  the  following  paper :  ^ 

On  the  Surgical  Treatment  of  Cancer  of  the  Uterus.  By 
Fred.  Bowreman  Jessett,  F.R.C.S.Eng.,  Surgeon  to 
the  Cancer  Hospital. 

Gentlemen, — In  presenting  the  following  observations  to 
your  notice,  the  result  of  some  years'  experience  in  the  uterine 
wards  of  the  Cancer  Hospital,  it  is  not  my  intention  to  weary 
you  with  a  description  of  malignant  disease  as  it  attacks  the 
uterus  in  all  its  different  aspects,  but  it  will,  I  think,  facilitate 
discussion,  and  indeed  be  necessary,  to  describe  briefly  the 
position  in  which  the  disease  is  most  frequently  found,  and 
for  this  purpose  it  will  be  more  convenient  to  divide  the 
uterus  into  three  portions — the  vaginal,  the  cervical,  and  the 
body. 

Carcinoma,  as  it  affects  either  of  these  parts,  generally 
presents  different  characters,  runs  a  different  course,  and  may 
be  treated  by  different  forms  of  treatment.  As  Ruge,  Vert, 
John  Williams,  Schroeder,  Leopold,  and  others  have  pointed 
out,  cancer  rarely  commences  in  the  vaginal  portion,  although 
the  disease  very  frequently  is  found  involving  it — indeed,  in 
the  majority  of  cases  that  come  under  our  notice  the  vaginal 
mucous  membrane  of  the  uterus  is  involved,  but  the  disease 
does  not  originate  in  it. 
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The  point  at  which  cancer  of  the  cervix  commences  is  in 
the  cervical  glands.  Dr.  J.  Williams  says  he  has  seen  no 
case  originate  in  the  epithelium  of  the  surface,  but  it  may 
begin  in  the  glands  close  to  the  surface,  or  in  the  deeper 
portions  of  the  glands. 

The  disease  may  commence  in  any  part  of  the  canal — by 
far  the  most  frequent  site  being  at  the  lower  half. 

The  posterior  lip  is  attacked  more  frequently  apparently 
than  the  anterior,  and  it  is  of  the  utmost  importance  to  re- 
member that,  no  matter  where  or  in  what  manner  the  disease 
originates,  it,  I  believe,  invariably  extends  downwards  and 
outwards  at  first,  although  later  it  may  grow  in  an  upward 
direction.  It  will  be  observed,  therefore,  that  true  squamous 
celled  epithelioma  is  of  very  rare  occurrence,  the  form  of 
cancer  usually  found  being  cylindroma  or  scirrhus,  com- 
mencing in  the  glands  of  the  cervical  portion  of  the  uterus. 

Having  thus  cursorily  alluded  to  these  preliminary  points, 
let  me  for  one  moment  allude  to  the  importance  of  early 
vaginal  examination,  both  digital  and  by  the  speculum,  of 
every  woman  over  the  age  of  twenty-five  years  who  may 
consult  you  for  pain,  haemorrhage,  discharge,  or  any  other 
discomfort  connected  with  the  uterine  functions.  I  cannot 
emphasize  too  strongly  the  importance  of  this ;  as  the  chief 
— I  may  say  the  only — hope  of  successful  treatment  must 
depend  on  early  recognition  of  the  disease. 

There  is  a  pre-cancerous  stage  of  cancer  of  the  uterus,  the 
same  as  there  is  in  the  tongue  or  throat,  and  it  is  the  duty  of 
the  surgeon  to  endeavour  to  make  himself  familiar  with  this 
condition.  That  it  is  very  much  more  difficult  to  distinguish 
this  stage  in  the  uterus  there  can  be  no  doubt,  from  the  simple 
fact  that  the  disease,  as  I  have  already  said,  so  frequently 
commences  in  the  cervical  portion  or  body  of  the  organ  ; 
but  yet,  for  the  successful  treatment  of  the  disease,  how  im- 
portant this  is. 

But  I  am  not  here  to-night  to  go  into  the  early  diagnosis 
of  the  disease,  but  to  discuss  the  treatment  when  present. 

The  treatment  of  uterine  cancer  may  be  divided,  in  the 
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first  instance,  into  two  groups — Palliative  and  Radical.  The 
Radical  may  be  sub-divided  again  into  destruction  of  the 
disease  by  caustics,  &c.,  and  the  partial  or  total  removal  of 
the  uterus. 

By  Palliative  treatment  no  doubt  much  may  be  done  to 
relieve  suffering,  to  arrest  the  rapid  progress  of  the  disease, 
and  to  improve  the  general  health  of  the  patient. 

Thus  a  patient  presents  herself  with  the  following  con- 
dition present.  Cachexia,  loss  of  flesh,  loss  of  appetite,  a 
foetid  sero-purulent  discharge,  often  streaked  with  blood,  oc- 
casional haemorrhage  and  irritation  of  the  bladder.  Vaginal 
examination  discloses  a  large  ragged  cavity  lined  with  badly- 
smelling  slough,  irregular  to  the  touch,  bleeding  readily,  ex- 
tending to  the  vaginal  walls,  and  the  whole  of  the  remainder 
of  the  uterus  firmly  fixed  to  the  surrounding  structures. 

How  commonly  do  such  cases  present  themselves  to  our 
notice,  and  how  hopeless  they  appear,  and  yet  even  in  these 
much  may  be  done  to  alleviate  suffering  and  to  make  life 
more  bearable. 

The  vagina  should,  in  the  first  instance  be  thoroughly 
syringed  with  sanitas  or  some  other  antiseptic  lotion  through 
a  full-sized  speculum ;  then,  with  pieces  of  cotton-wool,  the 
cavity  should  be  wiped  out  as  far  as  possible,  removing  all 
debris  and  loose  sloughs ;  a  tampoon  of  cotton-wool  soaked 
in  equal  parts  of  pinus  canadensis  and  glycerine,  or  smeared 
over  with  an  ointment  composed  of  one  ounce  of  sanitas  oil, 
ten  grains  of  chloride  of  zinc,  and  an  ounce  of  vaseline  should 
be  introduced  into  the  cavity ;  this  should  be  used  night  and 
morning,  the  vagina  being  syringed  out  each  time  and  the 
cavity  wiped  with  cotton-wool  before  the  insertion  of  fresh 
tampoons.  By  adopting  this  simple  plan  of  treatment  the 
sloughs  become  dislodged  and  a  clean  ulcerated  surface  ex- 
posed. All  offensive  smell  will  disappear,  and  the  pain  and 
the  bladder  irritation  be  much  decreased.  The  disease  will 
be  considerably  retarded  in  its  growth,  and  the  patient's 
appetite  return,  and  her  general  health  improved,  doubtless 
owing  to  the  non-absorption  of  the  poisonous  discharge. 
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Perfect  rest  should  be  insisted  on,  and  the  general  health 
attended  to  by  the  administration  of  appropriate  tonics  ;  and 
if  pain  is  present  and  prevents  sleep,  small  doses  of  morphia 
may  be  advantageously  given. 

I  may  say,  in  my  hands,  no  drug  administered  has  had 
the  slightest  effect  in  arresting  the  growth  of  the  disease.  I 
have  tried  all  those  that  have  been  reputed  to  have  cured 
the  disease,  and  given  them  all  a  fair  and  honest  trial,  but 
have  abandoned  them — as  useless. 

By  adopting  the  plan  of  treatment  above  described,  I  have 
in  a  number  of  extreme  cases  afforded  considerable  relief, 
and  many  patients  have  left  the  hospital  improved  in  general 
health. 

With  regard  to  the  attempts  to  effect  a  radical  cure,  this 
can  only  be  hoped  for  when  the  disease  is  seen  tolerably  early, 
the  uterus  freely  moveable,  and  the  vaginal  walls  not  impli- 
cated. The  locality  and  extent  of  disease  must  be  thoroughly 
defined. 

If  the  disease  is  limited  to  the  vaginal  portion  of  the 
uterus  it  may  be  attacked  by  caustics,  the  cautery,  or  the 
neck  of  the  uterus  may  be  removed  by  the  ecraseur  or 
scissors. 

Caustics  I  will  only  mention  to  pass  by,  as  I  consider 
them  uncertain  in  their  action,  and  unreliable,  as  it  is  difficult 
to  tell  to  what  depth  their  caustic  action  will  extend,  and 
unless  applied  very  freely  they  do  far  more  harm  than  good. 
They  often  cause  considerable  pain,  and  require  to  be  repeated 
over  and  over  again  to  the  great  distress  of  the  patient. 

The  cautery  can  either  be  applied  in  the  form  of  Pa- 
quelin's  or  the  galvanic  cautery.  In  cases  in  which  the  disease 
is  limited,  this  form  of  removal  of  disease  possesses  decided 
advantages,  as  by  drawing  the  uterus  well  down,  the  disease 
can  be  removed  very  thoroughly,  and  by  the  cautery  action  on 
the  stump  a  considerable  slough  is  formed  which  materially 
adds  to  the  favourable  result  to  be  expected.  All  bleeding 
during  the  operation  is  also  avoided. 

Galvano-cautery  may  be  applied  by  passing  one  electrode 
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into  the  cervical  canal  and  the  other  needle  deeply  into  the 
diseased  tissues  over  and  over  again  around  the  os,  thus 
destroying  parts  to  any  depth  required.  This  method  has 
a  further  advantage,  that  the  electrode  passing  into  the 
canal  will  destroy  any  growth  that  may  be  hidden  there. 
Allow  me  to  point  out  here  that  the  action  of  the  galvano- 
cautery  as  above  described,  is  by  direct  cautery  action.  I 
applied  it  at  first  in  this  manner  to  see  if  any  results  would 
be  obtained  by  destruction  of  the  cancer  cells  without  cautery 
action,  but  found  that  in  these  soft  tissues  invariably  the 
result  was  necrosis  of  the  tissues — large  sloughs  coming 
away  afterwards.  The  same  results  were  obtained  in  apply- 
ing this  form  of  treatment  to  cancer  of  the  breast.  Wherever 
the  needles  passed  there  was  a  line  of  necrosis  of  the  tissues 
due  to  direct  caustic  action — that  is,  when  the  strength  of  the 
current  could  be  raised  sufficiently  high  for  the  purpose,  viz., 
from  400  to  600  milliamperes.  This  was  proved  in  cases 
in  which  I  adopted  the  treatment  in  scirrhus  of  the  breast, 
and  subsequently  amputated  the  breast. 

The  Ecraseur. — Either  wire  or  electric  is  another  method 
adopted  for  removing  the  diseased  vaginal  portion  of  the 
uterus.  The  advocates  of  this  method  of  treatment  claim  for 
it  that  it  is  a  bloodless  operation,  and  from  the  contusion  of 
the  tissues  a  considerable  slough  comes  away  afterwards,  this 
no  doubt  is  the  case ;  but  I  would  ask,  is  this  instrument  free 
from  danger?  I  think  not,  as  it  cannot  easily  be  applied 
unless  the  uterus  is  very  moveable  and  readily  drawn  out  of 
the  vulva,  and  then  it  is  difficult  to  know  in  what  relation  the 
wire  may  be  to  the  peritoneal  folds,  both  before  and  behind 
the  uterus,  the  bladder  and  ureters.  The  latter  have  in  some 
cases  been  caught  in  the  loop,  and,  as  Marion  Sims  has  well 
pointed  out,  except  with  extreme  care  irreparable  mischief 
may  be  caused  by  the  use  of  these  instruments. 

Amputation  of  the  cervix  by  means  of  scissors. — That  the 
whole  of  the  disease  when  limited  to  the  vaginal  portion  of 
the  uterus  may  be  easily  and  safely  removed  by  this  means 
without  risk  to  any  of  the  surrounding  parts  is  undeniable. 
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The  surgeon  can  see  what  he  is  cutting  and  has  complete 
control  over  his  instrument. 

Some  surgeons  place  their  patients  on  their  side  on  the 
operating  table  with  the  buttocks  well  over  the  edge.  I  prefer 
having  the  patient  placed  in  the  lithotomy  position,  and  kept 
so  by  means  of  Clover's  crutch,  the  buttocks  then  drawn  over 
the  end  of  the  table,  and  the  vagina  syringed  out  with 
perchloride  of  mercury  solution.  A  duckbilled  speculum 
is  introduced  and  held  in  position  by  an  assistant.  The 
uterus  is  then  seized  and  drawn  down  as  far  as  possible, 
by  passing  a  long  sharp  hook  deeply  into  the  canal  or  by 
means  of  a  pair  of  strong  vulsellum  forceps.  The  vaginal 
mucous  membrane  is  then  divided  around  the  neck,  well  clear 
of  the  disease,  and  then  with  the  finger  or  some  blunt  instru- 
ment this  is  stripped  back,  and  the  neck  of  the  uterus  above 
the  external  opening,  or  as  much  higher  as  necessary,  cut 
across. 

Before  dividing  the  parts  completely  across,  it  is  well  to 
pass  a  sharp  hook  or  vulsellum  forceps  into  the  stump  to  pre- 
vent it  retracting,  in  case  there  should  be  any  bleeding  point 
that  requires  tying  or  touching  with  the  cautery.  The 
diseased  portion  being  removed  the  stump  and  the  canal 
should  be  examined  carefully  to  see  if  there  is  any  disease 
remaining,  and  if  such  is  found  to  be  the  case,  it  will  be 
necessary  either  to  burn  it  with  the  cautery  or  cut  out  a 
pyramidal  piece,  as  will  be  described  in  dealing  with  the 
disease  when  situated  in  the  cervical  portion  of  the  uterus. 

This  brings  us  to  the  treatment  of  the  disease  when  it 
attacks  the  cervical  portion  of  the  uterus,  and  here,  in  my 
opinion,  there  are  only  two  methods  of  treatment  to  be 
adopted — viz.,  total  extirpation  of  the  organ  or  removal  of  a 
deep  wedged-shaped  piece  by  supra-vaginal  amputation  of 
the  cervix. 

First,  with  regard  to  vaginal  hysterectomy,  I  have  seen 
and  assisted  my  friend  and  colleague.  Dr.  Purcell,  in  several 
of  these  operations,  and  admirably  he  has  performed  them, 
and  with  wonderfully  good  results.     It  appears  to  me,  how- 
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ever,  most  hazardous  leaving  such  a  large  opening  into  the 
peritoneal  cavity  with  a  large  drainage  tube,  perhaps  packed 
round  with  antiseptic  wool  or  gauze  tampoons  ;  or  perchance 
two  or  three  pairs  of  large  pressure  forceps  hanging  out  of 
the  vagina  in  cases  where  there  has  been  difficulty  or  perhaps 
impossibility  of  arresting  deeply-seated  haemorrhage  in  any 
other  way,  and  yet  the  majority  of  these  cases  did  well. 
Then,  again,  by  studying  the  statistics  of  Professor  Leopold 
of  Dresden,  who  has  lately  published  the  result  of  eighty 
cases  of  vaginal  hysterectomy  for  cancer,  of  which  only  four 
died ;  in  two  of  these  the  disease  had  extended  so  far  as  to 
make  the  task  hopeless.  These  results  are  so  encouraging 
that  one  cannot  but  look  forward  to  the  day  when  this  pro- 
ceeding will  become  the  recognised  operation  for  all  cases  of 
cancer  of  the  uterus  in  which  the  disease  cannot  be  removed 
in  any  other  way.  But  still  I  am  always  impressed  with  the 
difficulties  of  the  operation,  and  cannot  at  present  bring 
myself  to  adopt  this  mode  of  treatment.  We  must  not  be 
satisfied  only  with  being  able  to  perform  the  operation 
successfully.  That  undoubtedly  is  the  first  point,  and  by 
adopting  the  method  proposed  by  Schroeder  and  modified 
by  Professor  Leopold  and  Dr.  Sinclair,  I  think  there  is  no 
very  great  risk  in  the  operation  itself  provided  the  uterus, 
be  freely  moveable;  but  we  must  consider  in  what  per- 
centage of  cases  a  radical  cure  was  effected,  and  here,  by 
examining  Professor  Leopold's  cases,  he  says  forty-two  had 
been  operated  on  for  over  two  years  :  of  these  twenty-seven 
,were  still  free  from  the  disease,  equalling  64.5  per  cent.  If 
gentlemen,  these  figures  are  reliable,  and  the  whole  of  these 
forty-two  cases  were  proved  to  be  malignant,  this  must  of 
necessity  be  a  strong  argument  in  favour  of  vaginal  extir- 
pation of  the  uterus  in  certain  cases. 

Professor  Leopold's  statistics  do  not,  however,  tally  with 
those  collected  by  Dr.  W.  Duncan.  In  a  paper  communicated 
to  the  Obstetrical  Society  on  Extirpation  of  the  Uterus  in 
certain  cases  of  Cancer,  Dr.  Wm.  Duncan  has  collected  from 
various  authorities  the  particulars  of  a  long  series  of  these 
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operations;  137  of  which  were  by  the  abdominal  method 
with  99  deaths,  being  a  death-rate  of  72  per  cent,  and  276 
were  cases  of  vaginal  extirpation  with  79  deaths,  being  a 
death-rate  of  28.6  per  cent.  Later  statistics,  however,  tend 
to  corroborate  Professor  Leopold's  report,  and  I  should  there- 
fore advocate  this  operation  in  all  cases  where  the  uterus 
is  moveable  and  not  suitable  for  supra-vaginal  amputation. 

Failing  this  operation,  the  question  naturally  arises,  what 
else  can  be  done  ?  Are  we  to  leave  the  patient  to  her  fate,  or 
what  ?  Of  course,  there  is  the  resource  to  abdominal  hys- 
terectomy by  Freund's  operation,  but  this,  in  my  opinion,  is 
totally  unjustifiable.  The  mortality  after  it  is  so  large  that  I 
certainly  should  recommend  no  patient  of  mine  to  undergo  it. 

Dr.  John  Williams  described  in  the  Harveian  lecture  in 
1887,  a  method  of  operating  which,  although  not  new,  I  do 
not  find  recorded  anywhere  to  the  extent  he  proposed. 
He  asserted  that  there  was  but  little  difficulty  in  cutting 
away  the  greater  part  of  the  uterine  tissues  without  opening 
the  peritoneum  at  all. 

The  operation  is  performed  much  in  the  same  way  as 
ordinary  amputation  of  the  cervix.  The  patient  is  kept  in 
lithotomy  position  by  means  of  Clover's  crutch,  and  the  uterus 
drawn  down  either  by  the  sharp  hook  or  strong  vulsellum 
forceps,  a  duckbilled  speculum  being  passed  to  keep  the  pos- 
terior wall  of  the  vagina  out  of  the  way.  A  sound  is  now 
passed  into  the  bladder  and  retained.  The  mucous  membrane 
of  the  vagina  is  snipped  round  with  blunt  pointed  scissors  bent 
on  the  flat,  and  the  vaginal  mucous  membrane  and  tissues 
beneath  are  pushed  up  as  far  as  possible.  Then  by  short 
snips  with  the  scissors  into  the  uterine  tissues  and  constantly 
pushing  back  the  divided  structures  either  with  your  finger  or 
some  blunt  instrument,  and  having  firm  traction  made  upon 
the  part  to  be  removed  by  means  of  the  vulsellum  forceps,  it 
is  quite  easy  to  cut  away  the  uterine  tissues  as  high  as  you 
wish,  even  to  the  fundus  ;  the  most  difficult  part  to  pass  is 
that  just  at  the  internal  os,  where  the  uterus  is  somewhat 
contracted. 
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Before  removing  the  mass  to  be  taken  away  it  is  necessary 
to  seize  the  remaining  portion  of  the  uterus  to  prevent  re- 
traction, and  to  stop  all  bleeding,  either  by  ligature,  cautery  or 
perchloride  of  iron. 

It  may  so  happen  that  the  disease  extends  along  the 
posterior  lip  so  high  as  to  oblige  you  to  open  Douglas's 
pouch  or  the  fold  of  periosteum  between  the  bladder  and 
uterus.  This  I  have  done  in  two  cases,  but  I  think  there  is 
nothing  to  be  feared  from  this. 

All  bleeding  being  arrested,  and  the  parts  thoroughly 
syringed  out  with  perchloride  of  mercury  solution,  the  cavity 
left  in  the  uterus,  which,  by  the  way,  contracts  in  a  remark- 
able manner,  should  be  plugged  with  antiseptic  tampoons  and 
also  the  vagina.  A  little  care  in  introducing  these  is  desirable, 
and  that  is  to  tie  knots  in  the  string  attached  to  the  plugs 
according  to  the  order  in  which  they  are  inserted.  By  adopting 
this  plan,  much  time  and  trouble  will  be  saved  to  the  operator, 
and  pain  to  the  patient. 

The  after-treatment  consists  in  removing  the  tampoons 
the  next  day,  and  syringing  the  vagina  out  daily,  or  twice  a 
day,  with  some  antiseptic  lotion,  I  prefer  a  solution  of  iodine, 
through  a  full  sized  speculum,  care  being  taken  to  wipe  away 
any  blood  clots  that  may  have  collected. 

One  trouble  that  is  sometimes  experienced  in  dressing  the 
stump  is  that  the  posterior  wall  of  the  vagina  has  a  tendency 
to  drop  downwards  and  forwards,  thus  preventing  free  escape 
of  the  discharge.  This  can  be  easily  guarded  against,  by  pass- 
ing one  or  two  full-sized  tampoons  through  the  speculum  by 
means  of  the  long  uterine  forceps,  while  the  stump  is  dusted 
with  iodoform,  and  one  or  two  tampoons  dusted  with  iodoform 
lightly  inserted. 

I  have  now  performed  this  operation  several  times,  and 
in  every  case  the  patients  have  convalesced  quickly  and  well. 
The  two  cases  which  have  been  done  the  longest  time,  viz., 
slightly  over  12  months — are  now  quite  well,  and  have  had 
no  recurrence. 

All  the  patients  have  considerably  improved  in  health  and 
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strength,  and  have  gained  weight.  (Since  writing  this,  one 
patient  has  returned  to  me  with  a  recurrence.  This  was  a 
bad  case  in  which  the  vaginal  mucous  membrane  was  im- 
plicated.) 

In  the  eight  cases  appended  to  this  paper,  the  ages  of  the 
patients  varied  from  36  to  65  years,  and  the  disease  in  every 
case  implicated  the  cervical  canal,  and  in  some  of  the  cases  the 
vaginal  mucous  membrane  was  affected.  In  one  case  I  suc- 
ceeded in  snipping  out  the  disease,  which  extended  over  the 
whole  interior  of  the  uterus  as  high  as  the  fundus. 

The  malignant  character  of  the  growth  was  in  every  case 
verified  by  the  microscope. 

Finally,  a  few  words  respecting  the  treatment  of  cancer  of 
the  body  of  the  uterus.  The  correct  diagnosis  of  this  disease 
in  its  early  stage  is  most  difficult ;  in  fact,  I  believe  in  many 
cases  it  is  impossible,  without  one  is  able  to  remove  a  small 
piece  with  the  curette  or  cutting  forceps  for  microscopic 
examination. 

The  only  treatment  that  can  be  adopted  with  any  chance 
of  success  is  extirpation  of  the  uterus  either  by  the  vagina  or 
by  abdominal  section ;  although  I  have  undoubtedly  pro- 
longed life  considerably  in  some  cases  by  adopting  the  less 
formidable  operatior  of  scraping  out  as  much  of  the  disease 
as  possible  with  a  full-sized  Volkman  spoon,  and  then  apply- 
ing chloride  of  zinc  to  the  surface  freely  or  the  actual  cautery, 
dressing  the  parts  afterwards  in  the  same  manner  as  I  have 
already  described  under  the  head  of  palliative  treatment. 

The  disease  when  commencing  in  the  body  of  the  uterus 
is  so  liable  to  extend  to  the  ovaries  and  Fallopian  tubes,  and 
recurrence  is  to  be  anticipated  according  to  Sanger  on  an 
average  of  four  months,  that  I  do  not  think  vaginal  extirpa- 
tion should  be  resorted  to  excepting  in  the  most  favourable 
cases  when  there  is  a  probability  that  the  disease  may  be 
perfectly  removed. 

The  conclusion  that  I  have  arrived  at,  and  on  which  I  would 
invite  discussion  and  criticism  to-night,  may  be  summarised  as 
follows : — 
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1.  That  carcinoma,  when  attacking  the  vaginal  portion  of 
the  uterus  is  best  treated  by  amputation  of  the  cervix,  and 
that  this  operation  should  be  performed  with  scissors  in 
preference  to  the  ecraseur  or  cautery. 

2.  Caustics  in  this  or  any  other  form  of  the  disease  are 
unreliable,  and  indeed  in  many  cases  harmful. 

3.  That  cancer  of  the  cervical  portion  of  the  canal  should 
be  removed  by  cutting  away  a  conical  portion  of  the  uterus 
beyond  the  disease  in  the  manner  described  ;  but  if  on  re- 
moving this  the  disease  is  found  to  extend  higher,  then  total 
extirpation  of  the  organ  by  the  vagina  may  be  practised. 
That  removal  of  the  cervix  by  the  ecraseur  in  this  form  of 
the  disease  is  inadmissible. 

4.  When  the  body  of  the  uterus  is  the  seat  of  the  disease, 
if  recognised  early  enough,  extirpation  of  the  entire  organ 
should  be  practised ;  in  the  more  advanced  stages  much  may 
be  done  by  adopting  palliative  measures,  as  described. 

5.  No  drugs  administered  internally  have  any  effect  what- 
ever in  arresting  the  disease. 

Cases  in  which  disease  was  removed  by  scissors,  together  with  a  conical 
supra-vaginal  amputation  of  part  of  the  uterine  tissues  above. 


No. 

Age. 

Part  affected. 

Vaginal  Mucous 
Membrane  affected. 

Result. 

I 

65 

Vaginal  and  Cervical 

No. 

Cured. 

2 

62 

>>              )> 

No. 

Cured. 

3 

36 

9>                           )> 

No. 

Cured. 

4 

44 

>J                           J> 

No. 

Cured. 

5 

42 

5>                             J> 

Yes,  posteriorly. 

Cured.    Recurred  in  6  ms. 

6 

55 

Fungatory  mass. 

Yes. 

Cured. 

7 

35 

Vaginal  and  Cervical 

No. 

Cured. 

8 

52 

Body    and    Cervix 
has  been  operated 
on  twice  before. 

Slightly,  Uterus 
moveable. 

The  whole  of  interior  of 
uterus  was  cut  away  with 
scissors.   The  peritoneum 
anteriorly    was    opened. 
Patient  did  well. 
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Dr.  Edis  said  he  was  sorry  that  Mr.  Jessett  had  not  taken 
up  the  question  of  the  early  diagnosis  of  malignant  disease, 
for  that  was  the  very  essence  of  the  matter.  The  paper  would 
have  been  more  complete  had  he  even  in  the  briefest  way  ex- 
plained the  symptoms  which  he  would  hold  to  justify  the 
diagnosis  in  these  cases.  He  mentioned  that  in  many  of  the 
cases  which  were  operated  on  on  the  Continent  the  diagnosis 
of  malignancy  had  not  been  confirmed  by  subsequent  exami- 
nation. He  hoped  that  the  dissemination  of  gynaecological 
knowledge  among  general  practitioners  would  have  for  effect 
to  induce  women  to  ask  their  assistance  before  the  disease  had 
proceeded  so  far  as  to  be  beyond  the  reach  of  operation.  He 
pointed  out  that  neither  haemorrhage  nor  pain  were  inv^ariably 
present  in  these  cases,  and  if  haemorrhage  were  present  it  was 
not  necessarily  diagnostic  of  malignant  disease.  He  mentioned 
the  case  of  an  elderly  lady  who  had  not  seen  a  trace  of 
sanguineous  discharge  for  nearly  twenty  years.  The  hymen, 
too,  was  intact,  but  when  he  examined  her  the  tissues  broke 
down,  giving  rise  to  what  might  have  proved  severe  haemorr- 
hage, and  she  proved  to  be  suffering  from  advanced  malignant 
disease.  He  insisted  upon  the  fact  that  success  in  these  cases 
was  inseparable  from  early  diagnosis,  and  he  asked  what  was 
the  best  way  to  operate  when  the  disease  did  not  extend 
far  up  the  cervical  canal.  He  himself  had  tried  every  way, 
and  on  the  whole  he  preferred  to  use  Paquelin's  cautery, 
pulling  the  uterus  well  down  and  shielding  the  surrounding 
parts.  By  this  means  he  had  been  fairly  successful  in  a 
number  of  cases.  In  one  case  there  had  been  no  recurrence 
for  six  years.  He  preferred  the  scissors  to  the  knife,  as  there 
was  much  less  tendency  to  haemorrhage,  especially  if  the 
scissors  were  curved  on  the  flat.  The  question  of  total  extir- 
pation of  the  uterus  was  hardly  comprised  in  the  paper,  and 
was  in  any  case  so  large  a  question  that  it  had  better  be  left 
aside  on  that  occasion. 

Dr.  Heywood  Smith  agreed  that  early  diagnosis  was  the 
miportant  question,  and  he  thought  that  teachers  in  the 
medical    schools   should    be   induced   to   impress   upon  the 
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students  their  absolute  moral  right  to  insist  upon  an  exami- 
nation in  cases  of  a  suspicious  nature.  It  was,  however,  little 
good  for  men  to  be  taught  to  make  these  examinations  unless 
they  were  acquainted  with  the  means  of  arriving  at  an  early 
diagnosis  of  malignant  disease.  With  regard  to  what  had 
been  said  as  to  the  pre-cancerous  condition  of  the  cervix,  he 
said  there  were  certain  cases  of  incipient  granular  disease  of 
the  cervix  which  if  neglected,  went  on  to  coarser  granulation, 
and  so  on  by  imperceptible  degrees  into  epithelioma.  He 
concurred  in  the  view  that  the  actual  cautery  was  often  a 
useful  method  of  treatment,  but  he  pointed  out  that  if  used  at 
a  white  heat  the  charring  of  the  tissues  which  took  place 
prevented  the  further  destruction  of  the  tissues  to  the  depth 
required,  unless  they  waited  for  the  sloughs  to  come  away  and 
then  repeated  the  operation.  He  thought  that  in  this  respect 
potassa  fusa  was  better,  though  he  admitted  it  required  to 
be  used  cautiously  in  order  to  avoid  accidents.  The  operation 
might  be  completed  at  one  sitting  by  the  use  of  this  powerful 
agent.  He  also  thought  that  Marion  Sims'  method  of  using 
chloride  of  zinc  was  a  good  one,  and  he  had  seen  cases  treated 
in  this  way  many  years  ago  without  any  recurrence  of  the 
disease. 

Dr.  Travers  thought  that  teachers  ought  to  imbue  their 
students  with  the  necessity  for  the  abolition  of  the  expression 
"  change  of  life."  Such  a  step  would  do  more  to  bring  about 
the  early  diagnosis  of  malignant  disease  than  anything  else. 
He  mentioned  nine  cases  of  advanced  carcinomatous  disease, 
in  which  the  patient  had  been  put  off  with  the  assurance  that 
the  symptomsVere  due  to  "  change  of  Hfe"  until  it  was  too 
late  for  anything  to  be  done.  He  would  like  to  see  the  word 
expunged  from  their  vocabulary.  In  reference  to  the  use  of 
the  galvano-cautery  he  said  that  when  they  had  to  do  with  a 
large  bulky  growth  of  the  cervix  the  cautery  was  useful  to 
remove  the  part  lowest  down.  He  did  not  think  that  there 
was  any  special  danger  of  opening  the  peritoneal  cavity  by 
its  use. 

On  the  motion  of  Dr.  R.  T.  Smith  the  discussion  was 
adjourned  until  the  next  meeting. 
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The  President  then  delivered  the  following  inaugural 
address  : — 


The  Aims  and  Progress  of  Gyncecology. 

Gentlemen, — In  some  observations  recently  made  before 
this  assembly  I  said  we  were  a  "  progressive  Society, "  and  I 
do  believe  that  the  raison-detre  of  this  Society  is  because  the 
desire  of  progress  in  all  knowledge  which  bears  a  relation  to 
gynaecology  is  the  paramount  motive  we  have  all  at  heart. 
Indeed,  this  society  was  called  into  existence  because  diseases 
of  women  were  not  only  insufficiently  studied,  but  imperfectly 
understood — and  no  wonder.  For  many  years  back  those 
who  practised  gynaecology  had  been  made  painfully  aware 
that  they  were  thought  to  hold  an  inferior  position  in  the 
profession.  The  very  specialism  of  midwifery  and  diseases 
of  women  was  looked  down  upon,  and  the  Royal  Colleges, 
even  in  modern  times,  did  not  examine  candidates  in  these 
subjects  for  their  licences.  Midwifery  at  last  came  to  be  re- 
garded as  something  it  was  well  to  understand  better,  when 
it  was  found  the  Sovereign  required  the  services  of  ac- 
coucheurs, but  it  was  scarcely  seven  years  ago  when  diseases 
of  women  were  first  deemed  a  subject  for  a  pass  examination. 
The  University  of  London  formed  a  bright  exception  to  this 
anathema.  We  must  also  admit  that  the  Obstetrical  Society 
of  London  did  the  profession  good  service  in  two  ways — First 
by  its  establishment  and  subsequent  success.  But  it  neither 
has  nor  could  do  enough  to  meet  the  full  exigencies  required. 
It  was  this  want  which  called  this  Society  into  existence,  a 
want  still  felt,  since  within  a  very  few  weeks  back  we  have 
seen  it  has  been  thought  necessary  to  establish  another 
Gynaecological  Society  for  the  northern  counties  of  England. 
Secondly,  the  Obstetrical  Society  of  London  can  boast  of 
having  initiated  a  practice  which  is  calculated  to  improve 
greatly  the  value  of  their  Transactions,  namely,  to  publish 
also  with  their  papers  the  discussions  on  them.  Thus  errors 
made  may  be  exposed,  opinions  of  men  of  talent  and  ex- 
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perience  preserved  to  posterity,  such  opinions  being  often 
more  important  and  practical  than  the  papers  themselves,  and 
truth  comes  out  in  fuller  light  in  the  conflict  of  debate.  For 
knowledge  to  be  a  branch  of  science  must  be  based  upon 
demonstration.  It  is  in  reality  a  divine  attribute  which  man 
should  use ;  but  because  it  has  this  origin,  it  must  be  true  and 
employed  for  the  glory  of  its  Creator  and  the  happiness  of 
man.  If  knowledge  be  defective — if  it  be  not  founded  as  I 
have  defined  it — it  must  fall  short  of  its  intentionality,  and  as 
such  be  productive  of  harm  rather  than  good. 

It  must  also  be  destructive  of  all  self-opiniated  declarations 
which  do  not  by  their  evident  truth  completely  overpower 
opposition,  and  master  the  will,  by  a  conviction  which  cannot 
be  set  aside.  These,  I  believe,  are  the  influences  that  should 
be,  and  are  at  work  in  a  Society  like  ours,  and  so  develop,  as 
it  were,  towards  the  cure  and  relief  of  those  diseases  we 
profess  to  treat,  an  engine  of  power.  But,  again,  for  the  very 
reason  that  men  must  be  progressive,  it  is  important  that  the 
rudiments,  if  I  may  so  term  them,  on  which  science  is  erected 
be  not  ignored.  The  foundations  of  a  structure  must  be 
strong  and  well-established.  Man  must  be  the  helpless  babe 
ere  he  becomes  a  boy,  and  a  boy  before  a  youth  and  a  youth 
before  he  becomes  a  perfect  man.  Babes,  young  men,  and 
fathers  in  wisdom  are  successive  grades  of  advancement. 
For  this  reason  the  labours  of  those  who  have  gone  before 
should  not  be  neglected.  The  steps  of  the  ladder,  the  grades 
up  the  mountain  must  be  necessarily  trod  ere  we  reach  the 
peak.  Experienced  teachers  are  needed  as  guides  to  point 
out  the  proper  paths — and  there  may  be  many  paths,  and 
only  a  ^(9(?<^  guide  can  discern  them.  So  I  believe  that  every 
gynaecologist  who  expects  to  be  right  in  his  diagnosis,  and 
a  successful  practitioner,  must  not  only  have  seen  many  opera- 
tions, but  be  an  operator  himself.  Many  most  useful  records 
of  gynaecology  are  to  be  found  in  some  of  our  oldest  writers. 
If  they  had  not  all  our  appliances,  they  were  quite  as  pains- 
taking and  careful  as  observers.  Had  we  not  neglected  to 
consult  them,  gynaecology  would  not  have  been  so  backward 
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and  forgotten  as  it  was  at  the  beginning  of  this  century. 
Their  writings  often  suggest  excellently  well,  points  of  diag- 
nosis, and  have  pre-indicated  many  of  the  so-called  new 
operations  of  our  day. 

My  late  colleague.  Dr.  H.  G.  Wright,  of  the  Samaritan 
Hospital,  published  years  ago  {Br.  and  Fr.  Review ,  II.,  1865, 
p.  178),  a  paper  on  the  early  history  of  Uterine  Pathology, 
and  he  there  mentions,  among  many  others,  the  works  of 
Aeteus  on  the  diseases  of  women.  Thirty-seven  chapters  in 
them  treat  of  pregnancy,  parturition,  and  suckling  ;  six  on 
various  forms  of  ulceration  of  the  womb  ;  three  on  abscesses  ; 
two  on  displacements  ;  two  on  obstructed  and  imperforate 
uterus ;  seven  on  growths  occurring  in  the  vagina  or  uterus ; 
and  eighteen  on  menstruation  and  its  disorders.  He  describes 
hysteria,  fibrous  tumours,  pelvic  abscesses,  and  haematoma, 
and  devotes  a  long  chapter  to  metritis.  He  used  the  speculum 
in  these  enquiries  for  the  diagnosis  and  treatment  of  ulcer- 
ations, polypi  in  the  neck  of  the  uterus,  sessile  growths  in  the 
same  situation,  calculi,  haemorrhoids  of  the  womb,  of  imper- 
forate uterus  and  abscess.  Digital  examination  is  also 
insisted  upon.  Medicated  pessaries  and  purgatives  are  also 
fully  described.  He  flourished  end  of  5th  to  beginning  of 
6th  century. 

Jacobus  Primerosus,  by  birth  a  Scotchman,  studied  in 
Paris,  graduated  at  Oxford,  and  practised  at  Hull,  and  his 
work,  '*  De^Morbis  Mulierum,"  published  in  1665,  at  Rotterdam, 
proves  that  he  was  experienced  and  well  informed  above  his 
day  among  gynaecologists.  .  His  principal  authorities  are 
Hippocrates,  Galen,  and  Aetius.  His  book  includes  sixty-one 
chapters.  He  used  the  speculum,  and  gave  full  directions  as 
to  its  employment  in  the  investigation  of  uterine  disease. 
He  gave  hygienic  directions  worthy  of  a  better  age,  and 
described  many  of  the  functional  diseases  of  the  uterus.  But 
again,  it  is  equally  evident  that  those  who  wish  to  acquire 
proficiency  in  any  particular  department  must  also  attend 
those  hospitals  where  the  larger  number  of  cases  he  is  inves- 
tigating are  treated.     Hence  the  need  of  special  hospitals  for 
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their  special  study.  For,  as  in  building  a  house,  the  architect 
may  supervise  and  circumspect  all  from  a  general  knowledge, 
but  he  needs  the  mason,  the  carpenter,  the  plumber,  the 
glazier,  the  roof  maker,  the  ironmonger,  bell  hanger,  and  so 
on  ;  each  must  be  in  his  proper  place.  So  it  must  be  in 
medical  science.  Only  of  late  years  do  general  hospitals 
appear  to  have  learnt  this  lesson,  by  instituting  special 
departments,  but  not  until  hospitals  and  dispensaries  for 
consumption,  for  diseases  of  women  peculiar  to  their  sex, 
then  of  the  ear,  throat,  and  skin,  broke  forth  into  life  to 
keep  pace  with  the  demand  for  more  knowledge.  Notably, 
because  specialism  taken  up  by  those  who  had  special  tastes, 
soon  brought  out  new  methods  of  treatment,  with  lower  mor- 
tality and  more  cures,  and  these  to  an  extent  never  before 
attained,  proving  unmistakeably  that  the  calibre  of  those 
men's  minds  who  could  treat  special  diseases  was  as  powerful, 
if  not  more  so,  than  that  of  the  so-called  pures,  spite  of  their 
assumed  superiority,  and  so-called  exclusive  amenities. 

But  let  me  now  refer  a  little  to  this  progress  and  trace  its 
course  and  the  lessons  which  it  teaches  us  for  the  future,  and 
this  I  think  I  can  best  do  by  referring  to  the  changes  which  I 
have  noted,  and  which  have  taken  place  during  my  practice  in 
this  city.  But  I  cannot  speak  of  all.  Time  will  only  allow 
me  to  speak  of  a  few  of  these. 

When  first  I  was  made  obstetric  physician's  assistant  at 
University  College,  under  no  less  a  distinguished  professor 
than  the  late  Dr.  Murphy,  who  came  to  us  with  all  the  lustre 
of  Irish  knowledge,  to  which,  in  obstetric  practice  at  least, 
was  adjudged  the  pre-eminence  in  those  days,  the  comprehen- 
sion and  practice  of  diseases  of  women  was  at  a  very  low  ebb 
in  England.  Indeed,  the  armoraria  of  that  department  were 
ridiculously  inadequate — one  or  two  specula,  a  four-valved 
silver  speculum  included,  a  pair  of  forceps,  a  sound,  a  scarifi- 
cator, and  a  piece  of  lunar  caustic,  with  a  table  for  examination, 
were  almost  their  totality.  It  was  not  deemed  decent  to 
examine  women  before  the  students  as  a  body.  One  or  two 
privileged  persons,  including  the  senior  physician's  assistant 
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(and  later  on  a  junior  assistant)  were  allowed  to  be  present, 
and  I  remember  a  dispute  occurring  because  the  house  sur- 
geon had  presumed  to  use  one  of  the  obstetric  specula,  lest 
perchance  he  might  disease  specifically  the  small  number  of 
women  we  examined,  at  most  half  a  dozen,  seldom  more  than 
two  or  three.  There  were  no  special  wards  for  diseases  of 
women  peculiar  to  their  sex.  The  very  use  of  the  speculum 
was  considered  immoral,  an  instrument  to  be  used  only  as  a 
pis  alley.  Dr.  Henry  Bennett,  who  appeared  amongst  us  in 
1845,  was  for  a  time  a  shining  light.  He  had  arrived  in  this 
city  endued  with  all  the  gynaecological  knowledge  French 
doctors  had  cultivated,  but  which  we  had  despised.  He  had 
written  on  diseases  ignored,  if  not  unknown  in  England.  He 
therefore  used  regularly  the  speculum.  The  profession  was 
offended  and  alarmed.  Nor  was  it  long  before  Dr.  Robert 
Lee,  himself  among  the  most  distinguished  obstetricians  of 
the  day,  unable  to  restrain  his  indignation  longer,  wrote  a 
remarkable  paper,  still  extant,  in  the  Medico- Ckincrgical 
Transactions  (vol.  Ixiii.),  "  On  the  use  of  the  Speculum  "  (p. 
263).  In  that  paper,  after  describing  a  few  of  the  various 
instruments  used  of  old,  he  expatiates  on  the  utter  uselessness 
of  the  speculum  in  several  diseases  of  the  uterus : — "  An 
examination  of  the  physical  condition  of  the  uterus  in 
unmarried  women  either  with  or  without  the  speculum  I  have 
always  refused  to  make,  even  when  requested  to  do  so,  unless 
pain,  and  almost  constant,  in  the  region  of  the  uterus  existed, 
leucorrhoea  or  haemorrhage,  which  did  not  yield  to  treatment, 
and  where  the  symptoms  did  not  make  me  strongly  suspect 
the  presence  of  some  displacement  or  organic  disease." 
"  Even  in  married  women  who  are  barren,  or  who  have  had 
children,  it  is  unjustifiable  on  the  grounds  of  propriety  and 
morality  to  institute  an  examination  of  any  sort  unless  the 
symptoms  warrant  the  supposition  that  the  uterus  is  displaced 
or  in  a  morbid  condition,  the  nature  of  which  cannot  be 
determined  by  the  symptoms  alone."  The  peroration  of  that 
paper  concludes  with  the  account  of  a  useless  and  barbarous 
outrage  committed  on  a  lady  in  his  presence  by  a  gynaecolo- 
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gist,  and  which  caused  her  death,  and  in  whom  the  post- 
mortem made,  "  revealed  no  uterine  disease  whatever." 

I  find  it  difficult  to  believe  that  so  good  a  man  as  Dr.  Lee 
could  have  been  present,  as  he  states  there  he  was,  before  such 
barbarity  for  an  hour.  Still  less  that  any  English  physician 
could  have  acted  so  cruelly.  I  receive,  therefore,  the  account 
cum  grano  salts.  Dr.  Lee  was  a  very  great  man,  but  must 
have  been  of  a  very  sensitive  nature.  When  he  could  hold  up 
in  the  Society  a  uterine  sound,  and  show  it  as  an  instrument 
capable  of  frightening  a  Caffre,  this  sensitiveness  is  apparent, 
and  the  exquisite  tenderness  of  heart  must  have,  I  fear,  some- 
times misled  his  better  judgment. 

Nor  did  he  stop  there.  When  ovariotomy  came  into 
vogue,  and  had  been  practised  by  Dr.  Clay,  in  Manchester, 
and  Dr.  Bird,  in  London,  we  were  favoured  with  another  mar- 
vellous paper  on  that  operation  {Medico-Chirurgical  Trans- 
actionsy  vol.  34,  p.  10).  It  begins  with  the  account  of  one 
favourable  case  by  Dr.  Nathan  Smith,  then  follow  three  ter- 
rible cases  of  bad  diagnosis,  operated  upon  by  Lizars,  of 
Edinburgh,  in  1823.  The  first  was  a  case  of  obesity,  no  ova- 
rian tumour.  A  second  by  the  same  operator,  where  both 
ovaries  were  diseased,  one  only  was  removed,  but  the  patient 
recovered.  In  the  third,  only  a  vascular  tumour  was  found 
and  could  not  be  removed.  In  1826  and  1827,  two  cases 
were  operated  on  by  Dr.  Granville ;  in  the  first  of  which  the 
tumour  could  not  be  removed,  in  the  second  in  which  there 
was  no  ovarian  tumour  found  to  remove.  Then  follows  a 
table  of  162  cases  in  which  the  operation  was  undertaken. 
In  60  the  ovarian  disease  could  not  be  removed,  with  19 
deaths,  or  31  per  cent.  Of  the  remaining  102  in  which 
the  operation  was  completed,  42  died,  or  4ri  per  cent,  or 
together  37 "6. 

It  is  remarkable  in  that  list,  that  he  seem^s  to  think  the 
greatest  fault  was  committed,  because  hysterectomy  was  in 
five  of  the  cases  performed,  the  tumour  not  being  ovarian,  but 
a  fibrous  tumour  of  the  womb,  while  in  one  there  was  no 
tumour  whatever  found.    Among  these  five  the  deaths  were 
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four.  To  me  at  the  most  the  lesson  these  cases  teach  is,  that 
the  powers  of  diagnosis  in  women's  diseases  in  his  time  were 
at  a  very  low  ebb,  due  no  doubt  to  the  entire  neglect  of  their 
study  and  observation,  by  those  whose  duty  it  was  to  have 
taught  their  pupils  better  things. 

I  believe  that  in  London  the  first  impulse  to  gynaecolo- 
gical surgery  was  given  by  the  late  Baker  Brown  by  whose 
exertions,  with  others,  St.  Mary's  Hospital  was  founded.  He 
was  a  man  of  great  energy,  and  as  an  operator  in  diseases  of 
women  eminently  skilful.  It  was  quite  a  pleasure  to  see  that 
surgeon  handle  the  knife,  at  least  in  his  palmy  days,  and  his 
success  was  very  great.  At  the  zenith  of  his  career  he  was 
making  his  ;Ci,ooo  a  month  easily.  His  first  experiences  in 
ovariotomy  at  St.  Mary's  Hospital  were  like  those  of  all 
operators  in  new  operations,  if  they  would  only  admit  it,  un- 
fortunate, but  although  he  had  but  six  beds  at  his  disposal, 
those  who  saw  him  operate,  and  were  unfettered  by  prejudice 
or  jealousy,  could  foresee  a  coming  master  in  female  surgery. 
His  first  ill  successes,  however,  brought  him  into  colli- 
sion with  his  colleagues,  and  this  it  was  that  led  to  his 
resignation  from  that  hospital  in  1858,  and  to  the  estab- 
lishment of  his  Medical  Home  at  Notting  Hill.  Here  every 
operation  practicable  on  women  was  performed  by  him,  and 
with  a  success  unequalled  at  first  in  any  other  hospital.  Here 
men  from  every  part  of  England  and  the  Continent  flocked 
to  see  his  success,  and  it  is  not  far  from  the  truth  to  say  that 
many  gynaecologists  learnt  lessons  there,  which  they  put  in 
practice  at  a  later  stage,  and  which  was  the  origin  of  their 
success.  Isolation  of  cases  in  separate  and  well-ventilated 
rooms  enabled  him  to  obtain  results,  which  at  St.  Mary's  were 
impossible.  This  indeed  was  so  fully  recognised  by  Dr.  Tyler 
Smith,  his  former  colleague,  that  a  separate  department  was 
instituted  in  St.  Mary's,  and  enabled  Dr.  T.  Smith  also  to 
obtain  an  enviable  success.  I  have  said  in  ovariotomy  Mr. 
Baker  Brown  obtained  great  success.  But  he  did  not  stop 
there.  In  cases  of  fistula  of  the  bladder  he  rivalled  Bozemann, 
Sims,  and  Emmett.     Perineal  cases  were  remedied  by  the 
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score.  Some  cases  of  fibroids  by  his  gouging  process  were 
cured  rapidly  and  effectually.  I  think  that  if  more  care  had 
been  observed  in  these  last  operations  by  the  freer  use  of 
antiseptics,  the  septicaemia,  which  supervened  and  caused 
the  death  of  many  of  those  patients,  would  have  greatly 
diminished. 

I  pass  over  very  many  of  the  operations  he  taught  some  of 
us  to  perform.  I  will  not  speak  of  his  mistake  in  clitoridcc- 
tomy  cases.  We  all  know  now  what  at  that  time  we  failed  to 
perceive,  that  his  mind  was  beginning  to  fail,  hastened  by 
misfortune  and  persecution.  The  post-mortem  made  by  Dr. 
Barratt  in  my  presence,  demonstrated  the  existence  of  old 
and  recent  brain  disease.  This  proved  he  was  not  then  re- 
sponsible. But  if  Baker  Brown's  melodrama  attracted  most 
observation  we  must  remember  the  fallow  ground  had  already 
been  broken  up,  and  prepared  by  other  special  hospitals  for 
women.  The  Soho  Hospital  for  Women,  founded  by  Dr. 
Protheroe  Smith,  in  1842.  The  Samaritan  Free  Hospital,  by 
Dr.  Henry  Savage,  in  1847.  The  Chelsea  Hospital  in  1871, 
had,  and  have  all  been  working  in  the  same  direction.  In  the 
Samaritan,  Spencer  Wells,  like  Baker  Brown,  as  an  ovarioto- 
mist  was  at  one  time  unequalled  in  the  number  of  his  cases 
and  his  successes.  It  was  also  his  good  fortune,  both  for  the 
advantage  of  the  profession  as  well  as  the  Samaritan  Hos- 
pital, that  he  was  Editor  of  the  Medical  Times  and  Gazette^ 
and  so  could  publish  without  fear  of  extraneous  cliquism,  and 
in  the  face  of  all  opposition  of  general  hospitals,  the  whole 
truth,  and  show  forth  the  comparative  and  lesser  mortality  of 
such  capital  operations  in  special  hospitals.  Lessons  which 
our  American  cousins  had  proved  for  themselves  also,  and  in 
which  Manchester,  Birmingham,  and  Edinburgh,  in  Great 
Britain  have  followed  suit  in  producing  some  among  the  best 
operators  in  the  world.  But  what  is  the  opinion  of  ovariotomy 
at  present.  Spite  of  all  Robert  Lee's  indignation  and  oppo- 
sition, if  it  is  to  be  admitted  as  a  general  fact  that  all  operators 
at  first  are  less  successful  than  afterwards,  when  they  have 
more   experience   and   have   profited    by   the  mistakes  and 
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the  directions  of  others,  ovariotomy  is  now  an  established 
operation  everywhere.  Dr.  Clay  had  in  Manchester  in  his 
first  series  a  mortality  of  40  per  cent.  In  his  second  series, 
one  of  30  per  cent.  In  his  last,  one  of  25  per  cent,  and  so  it 
was  with  Baker  Brown.  Of  his  first  50  cases  he  lost  24,  or 
48  per  cent.  Of  70  cases  commencing  in  January,  1863,  he 
lost  II,  or  157,  59  recovering  or  84*3,  the  last  19  of  his  cases 
were  all  successful.  He  used  the  actual  cautery  to  separate 
the  pedicle  in  his  67th  operation.  His  last  53  were  so  treated 
with  5  deaths,  i.e.^  9*4  per  cent.,  91 '6  per  cent,  recovering. 

Sir  Spencer  Wells  in  10  series  of  100  cases  each,  obtained 
the  following  results  {Medico- Chirurgical  Society  Transactions ^ 
vol.  64) : — 


In  the  1st  (100) 

••     34 

In 

the  6th  (100) 

..     28 

„       2nd     „ 

..     28 

„       7th     „ 

..     24 

,,       3rd      » 

..     23 

„       8th     „ 

..     24 

»      4th      „ 

..     22 

„       9th     „ 

..     17 

„       5th      „ 

..     20 

„     loth    „ 

..     II 

Mr.  Thornton  (vol.  70,  p.  44) : — 

In  the  ist  (150)  his  mortality  was  10  per  cent. 
»      2nd     „  „  „  7*33 

»       3rd     „  „  „  6'66      „ 

Dr.  Bantock  in   400  cases  (^Medical  Press  and  Circidar 
November  13th,  1889): — 

In  the  1st  (100)  his  mortality  was  19  per  cent. 
»       2nd     „  „  „         14         „ 

»  3^0        )i  )>  n  o  n 

„      4tfi      jj  )>  >»  4         » 

Mr.  Lawson  Tait  in  a  paper  relating  his  experience  in 
1,000  cases  of  consecutive  abdominal  section  {British  Medical 
Journal^  ii.  1888,  p.  1,096),  gives  the  following  data  : — 

Deaths.         !l°'!f"'y      ofpr'^o^s 


per  cent. 


years. 


3-3  8-1 


Cystoma  parovarian 

Of  one  ovary 

Of  both  ovaries 

Enucleation  of  broad  ligament 

To  Mr.  Lawson  Tait  we  must,  therefore,  award  the  palm  of 
the  highest  success.     Without  presuming  to  assign  the  exact 
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explanations  given  by  the  several  operators,  in  which  the 
operators  themselves  are  in  direct  opposition  to  one  another 
in  their  views,  I  think  two  conclusions  must  be  admitted  by- 
all,  (i)  As  they  become  more  experienced  operators,  their 
success  is  greater,  (2)  Those  that  follow  having  become 
cognizant  of  the  dangerous  shoals,  signalised,  and  warned 
against  by  those  who  have  gone  before,  are  able  to  navigate 
more  successfully  amid  the  hidden  creeks,  which  might  have 
destroyed  their  progress. 

Porrds  Operation. 

The  immense  advantage  of  this  operation  in  many  cases 
is  the  triumph  of  the  present  age.  Fortunately  for  me,  in  a 
very  able  paper  by  Dr.  Harris,  of  Philadelphia,  the  merits  of 
both,  of  Porro's  operation  and  Caesarian  section,  have  been  so 
fully  detailed  that  I  need  only  sum  up  his  conclusions  {Brit. 
Med.  y^?/r.,  March,  1889,  and  Jan.  7th,  1890).  Out  of  264 
women,  117  died  from  the  operation,  divided  as  follows  : — 74 
out  of  the  first  half,  or  56  per  cent,  and  43  out  of  the  second 
half,  or  33  per  cent.,  showing  that  a  mortality  has  diminished 
from  56  per  cent,  to  33  per  cent.  And  the  same  with  regard 
to  Caesarian  section.  Out  of  the  first  20  cases  operated  upon 
in  all  countries,  there  were  9  deaths,  or  45  per  cent.  Out  of 
the  second  20,  there  were  6,  or  30  per  cent.  Out  of  the  last 
40  in  1888,  only  6  or  15  per  cent. 

Extirpation  of  Uterus  per  Vaginam. 

Extirpation  of  the  uterus  per  vaginam,  was  a  subject  upon 
which  it  was  my  intention  to  have  alluded,  as  an  evidence  of 
another  great  improvement  in  gynaecology.  It  has  been  suc- 
cessfully practised  by  m.any  of  our  Fellows.  The  subject  has, 
however,  been  so  ably  discussed  and  brought  before  this 
Society  by  my  honoured  and  distinguished  predecessor  in  this 
chair.  Dr.  Macan,  who  so  graphically  and  tersely  explained  to 
us  the  entire  procedure,  backed  by  the  experience  of  Dr.  and 
Prof  Leopold,  Director  of  the  Dresden  Konigl.  Frauen  Klinik, 
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and  who  operated  in  this  manner  on  no  cases  with  a  mor- 
tality of  only  5'55  per  cent,  that  my  doing  so  again  would  be 
a  work  of  presumption  and  supererogation.  I  shall  content 
myself  with  reminding  you  that  Astruc  seemed  also  to  have 
in  1761-66  foreshadowed  this  operation.  He  had  recom- 
mended it  strongly  in  cases  of  complete  prolapse  of  the 
bladder,  and  gives  definite  directions  how  the  steps  of  the 
operation  should  be  carried  out  in  a  manner  which  would  not 
be  unworthy  of  some  of  ourselves.  "  I  will  even  add  more," 
says  he,  "  that  it  has  been  necessary  sometimes  to  proceed  to 
the  extirpation  of  the  womb,  by  reason  of  the  sufferings  of  the 
patients,  even  more  than  by  fear  of  the  imminent  danger  of 
gangrene,  and  that  after  removal,  a  subsequent  dissection  has 
proved  that  the  entire  uterus  had  been  removed."  Indeed  he 
reports  a  case  of  Fare's  (Lib,  24,  ch.  48),  in  which  this  was 
done,  and  when  some  months  after  she  died  from  pleurisy,  a 
post-mortem  demonstrated  that  the  uterus  had  been  com- 
pletely removed  and  closed  at  the  vaginal  end,  by  a  solid  and 
callous  body  which  replaced  it  (Astruc  iv.,  3  and  4),  and 
Jacobus  Primerosus,  in  his  "  De  Muliebrium  Morbis,"  speaking 
of  prolapse  remarks,  If  indeed  the  part  which  has  come  down, 
is  threatened  with  gangrene,  Paulus  Aetius,  and  several  Greeks 
have  advised  amputation.  They  teach  that  the  uterus  may 
thus  be  removed  without  danger  by  many  examples.  Ros- 
situs  (in  his  book  on  Caesarean  section).  Platerus  (Lib.  iii. 
718)  also  narrates  eloquently  the  history  of  a  lady  whose 
(corruptus)  sloughing  uterus  was  removed,  and  yet  continued 
to  menstruate  regularly  from  the  stump  thereof.  (Primerosus, 
Liber,  ii.,  p.  154.)  These  instances  are  remarkable  because 
the  first  step  of  extirpation  of  the  uterus  in  the  present  day  is 
by  pulling  it  down  forcibly,  so  to  imitate  uterine  prolapse. 
Astruc  was  a  remarkable  man,  but  Primerosus,  who  published 
his  book  in  Rotterdam  in  1665,  was  scarcely  less  so.  His 
works  include  five  books,  sixteen  on  menstruation  and  its 
diseases,  twenty-six  on  ulcerations,  inflammations,  cancers, 
fistulas  of  the  uterus,  thirty-six  on  functional  diseases  of  the 
organ,  besides  a  fourth  on  pregnancy  and  its  allied  anomalies, 
and  a  fifth  on  lactation. 
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On  Removal  of  the  Fallopian   Tubes. 

I  now  come  to  speak  of  diseases  of  the  Fallopian  tubes, 
and  the  great  discoveries  made  in  their  treatment  with  which 
the  names  of  Mr.  Lawson  Tait  in  England,  and  Hegar  in 
Germany,  are  so  honourably  associated.  It  is  not  that  the 
diseases  themselves  are  described  now  for  the  first  time.  In 
that  storehouse  of  gynaecological  science,  Dr.  Barnes's  "  Dis- 
eases of  Women,"  in  Thomas's  "  Diseases  of  Women,"  and  in 
very  many  other  class  text  works  of  years  past,  they  have 
been  described  over  and  over  again,  whilst  others  have  men- 
tioned remarkable  examples,  and  their  history  is  to  be  found 
in  most  gynaecological  books.  If  some  of  our  teachers  had 
been  a  little  less  wedded  to  their  prejudices,  and  a  little  better 
acquainted  with  the  olden  literature  which  they  despised,  they 
might  have  done  more  good  to  the  female  kind.  Even  a  hun- 
dred years  ago  (1761)  it  is  remarkable  that  Astruc,  in  his 
"  Maladies  des  Femmes,"  described  most  of  the  diseases  to 
which  the  Fallopian  tubes  are  subject.  Inflammation,  abscess 
and  gangrene,  closure  and  dilatation.  Fallopian  pregnancy, 
atheroma,  shortening,  adhesions  to  ovary,  &c.  But  he  admits 
also  what  most  admit  too,  the  equivocal  character  of  the 
diagnosis.  He  distinctly  advises  puncture  when  it  can  be 
safely  done,  as  recommended  by  a  Danish  physician,  Dr.  J.  H. 
Bretchfeld,  and  a  partial  Caesarian  section  in  case  of  tubal 
pregnancy.  Speaking  of  this  last  method,  he  says  : — "  From 
the  moment  we  have  recognised  this  condition,  it  is  to  be 
remedied  by  the  performance  of  the  Caesarian  operation,  on  the 
side  in  which  the  child  is  placed,  and  the  more  so  as  in  this 
case  operation,  in  which  all  we  should  have  to  do  is  to  excise 
the  tube,  would  be  less  dangerous  than  if  it  were  necessary  to 
incise  the  womb.  These  reasons  appear  to  me  to  be  so  strong 
that  unless  the  condition  of  the  patient  is  such  as  to  offer  an 
obstacle,  I  think  we  are  bound  to  follow  out  this  practice  ;  the 
more  so  as  it  is  authorised  by  a  celebrated  case,  that  of 
Abraham  Cyrianus,  Professor  of  Anatomy  and  Surgery  in 
the  Academy  of  Franeguer,  and  reported  in  a  dissertation  (in 
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Latin)  entitled  "  a  letter  narrating  a  case  where  a  human 
foetus  was  extracted  from  a  uterine  tube,"  and  addressed  to 
Dr.  Thomas  Millington,  President  of  the  Royal  College  of 
Physicians  of  London. 

Here  we  have  section  of  the  tubes  distinctly  recommended 
and  as  if  it  were  a  forecast  of  the  operation  recommended  for 
ectopic  gestation,  and  now  admitted  by  most  gynaecologists  to 
be  one  of  the  proper  operations  to  be  performed,  at  any  rate 
once  the  diagnosis  of  ectopic  gestation  is  made.  Unfortunately, 
even  with  our  better  appliances,  this  is  not  always  practicable 
till  rupture  occurs,  except  in  a  few  rare  cases,  and  almost  im- 
possible when  we  have  to  do  with  a  fat  patient.  Mr.  Lawson 
Tait  in  many  cases  published  in  our  JOURNAL  proves  the 
corollary.  His  opinion  is  clearly  that  except  after  rupture  only 
is  diagnosis  possible.  (Part  14,  p.  182  ;  see  also  Part  1 1,  p.  418, 
Cases  28-33,  P-  422.  British  Gynecological  Journal.) 
Although  he  modifies  his  opinion  later  on,  and  concludes  that 
a  correct  diagnosis  may  be  made  in  85  per  cent,  of  the  cases, 
I  would  not  dare  make  that  statement,  but  if  so,  after  the 
numerous  experiments  made  in  America  and  elsewhere,  it  is 
an  argument  in  favour  of  using  electrolysis  first  to  destroy  the 
ovum,  or  some  of  those  other  measures  which  experience  has 
confirmed.  The  diagnosis,  however,  between  the  several  con- 
ditions likely  to  be  confounded  with  it,  forms  no  part  of  my 
programme,  although  I  think  Mr.  J.  W.  Taylor,  the  Surgeon 
to  the  Birmingham  and  Midland  Hospital  for  Women,  has 
given  the  very  best  advice  I  have  yet  seen  for  the  differential 
diagnosis  {British  Medical  Journal,  March  27th,  1886). 

Closely  connected  with  this  subject  is  that  of  the  case  of 
pyosalpinx  associated  with  pregnancy,  and  which  were  shown 
to  be  more  often,  than  generally  believed,  the  cause  of  puer- 
peral peritonitis.  Dr.  Grigg's  excellent  paper  on  this  subject 
is  all  important,  because  the  cases  reported  are  fully  and 
graphically  recorded.  Yet  even  similar  cases  had  been  fully 
discussed  by  other  gynaecologists  of  eminence,  notably  Dr. 
Robert  Barnes,  who  had  (in  Lancet,  December  14th,  1861) 
described  a  case  of  pyosalpinx,  the  first  recorded  in  England, 
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in  which  abortion  was  induced  in  a  girl,  and  where  death  took 
place  from  peritonitis,  due  to  the  escape  of  pus  into  the  cavity 
of  the  peritoneum.  Martin,  in  1859  (Report,  British  and 
Foreign  Medical  Review,  vol.  23,  p.  556),  related  five  fatal 
cases  of  pyosalpingitis  in  primipara,  who  died  from  peritonitis 
from  a  similar  escape  of  pus  into  the  peritoneum  during 
labour.  The  misfortune  is,  patients  in  such  cases  do  not 
apply  for  examination,  and  therefore  are  still  less  likely  than 
the  former  to  be  diagnosed  before  labour,  especially  in  primi- 
para, but  even  if  they  were,  amidst  the  great  necessary  un- 
certainty, he  would  be  a  bold  man  who  would  operate  before 
labour  had  set  in.  Still  I  think  after  rupture  had  occurred, 
the  sudden  local  pain,  and  possible  collapse,  and  after  re- 
action, the  sudden  supervention  of  peritonitis,  and  that  peri- 
tonitis localised,  might  possibly  afford  a  clue  to  the  diagnosis. 
And  here  would  come  into  play  a  plan,  I  believe  first  carried 
out  by  Dr.  Protheroe  Smith  in  this  country,  of  opening  and 
washing  out  the  abdomen.  And  we  know  that  this  washing 
out  of  the  peritoneum  was  successfully  done  by  Dr.  Meadows 
in  1862,  although  more  completely  and  extensively  carried 
out  since  by  Mr.  Tait  and  Dr.  Bantock. 

I  now  pass  to  the  subject  of  myomata,  in  the  treatment  of 
which  so  much  that  is  new  has  been  done.  But  at  the  outset 
I  must  say  that  I  think  some  of  the  views  inculcated  as  to 
their  varieties  are  inaccurate,  at  least  too  crude.  I  venture  to 
think  that  the  classification  into  fibromas  and  hysteromas,  and 
fibroids  including  the  recurrent  and  malignant  as  occurring 
both  among  fibroids  and  fibromas,  is  the  more  scientific,  and 
that  the  varieties  we  find  in  them  are  the  results  of  changes, 
by  softening,  hardening,  and  absorption.  These  several  points 
I  fully  detailed  in  my  Lettsomian  lectures  published  in  1864. 
Be  this  as  it  may,  however,  what  chiefly  concerns  us  to-day  is 
the  treatment,  and  this  brings  me  to  the  methods  now  adopted, 
extirpation,  enucleation,  removal  of  the  appendages  and  electroly- 
sis. As  I  showed  in  the  lectures  before  referred  to,  the  mor- 
tality from  extirpation  then  was  23  out  of  33  cases,  recoveries 
ten,  i.e.,  a  mortality  close  upon  70  per  cent.     Looking,  how- 
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ever,  at  these  cases  with  the  clearer  h'ght  of  modern  surgery, 
we  cannot  but  see  now,  that  this  mortality  was  as  much  due 
to  errors  in  the  operations,  specially  in  securing  the  ligatures, 
and  probably  the  absence  of  those  measures  of  cleanliness  and 
the  use  of  antiseptics  as  anything  else,  and  probably  the  small 
and  insufficient  experience  of  the  operators  in  other  matters 
of  detail.  Now-a-days  we  find  that  Dr.  Keith  obtained  at 
last  only  a  mortality  of  12  per  cent.,  Mr.  Lawson  Tait  of  11 
per  cent,  and  Dr.  Bantock  of  19  per  cent.  So  far  proving 
that  practice  makes  perfect,  when  men  not  only  operate  re- 
peatedly on  the  same  class  of  cases,  but  are  wise  enough  to 
profit  by  the  experience  of  others.  Of  e?mcleaiioit  I  shall  not 
speak  now,  but  I  may  be  pardoned  for  referring  to  the  removal 
of  the  appendages  as  a  mode  of  cure  in  arresting  menorrhagia  or 
exciting  absorption  of  the  tumour.  I  believe  that  Hegar  was 
the  first  to  practise  the  operation.  In  his  book,  "  Die  Castra- 
tion des  Frauen,"  which  was  published  in  1878,  it  appears  that 
he  was  the  first  to  remove  appendages  (on  July  27,  1872). 
Tait  and  Batty  operated  in  August  of  the  same  year,  but 
none  of  them  wrote  specially  on  the  subject  till  some  time 
afterwards.  Hegar  had  operated  for  menorrhagia,  though  his 
first  case  was  a  morphino-maniac.  Hoffmeier  seems  to  have 
been  the  first  to  operate  for  menorrhagia  alone.  But  amongst 
ourselves  there  is  no  doubt  that  Mr.  Lawson  Tait  has  the 
pre-eminence,  and  he  has  perhaps  removed  more  tubes  than 
any  other  man  in  these  United  Islands,  possibly  in  the  world. 
In  his  work  on  "  Diseases  of  Women,"  he  records  474 
cases  in  which  he  removed  the  appendages  on  acccount  of 
damage  arising  from  inflammatory  disease,  with  only  12 
deaths,  i.e.,  a  mortality  of  2*5  per  cent.,  and  for  myomata  262 
cases,  with  a  mortality  of  4  cases,  i.e.,  i*6  per  cent.  How 
many  of  those  who  recovered  well  from  the  operation  —were 
cured  of  their  tumours — I  find  no  complete  record.  Of  his 
first  fifty,  however,  the  record  is  full  up  to  some  years  after  the 
operation — 4  have  died  since  from  other  causes  not  connected 
with  the  operation,  41  are  in  perfect  health.  In  17  of  these 
he  knows  the  tumours  have  entirely  disappeared,  and  in  14 
so  materially  diminished  as  to  remain  perfectly  harmless. 
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Now  these  are  grand  results,  and  no  one  is  more  inclined 
than  I  am  to  give  him  the  highest  credit  for  what  he  has  done. 
I  regret  the  obligation  put  on  him  to  republish  his  cases 
in  America  after  the  treatment  he  experienced  here  at  the 
hands  of  another  Society,  but  I  do  not  wonder  at  it.  What  I 
have  said  in  regard  to  the  outcry  against  the  use  of  the  spec- 
ulum, and  against  ovariotomy  in  some  societies,  because  they 
were  new  operations,  might  have  led  many  among  us  to  expect 
a  similar  commination  at  first  against  the  removal  of  ap- 
pendages of  the  uterus.  It  was  because  some  believed  that 
Mr.  Baker  Brown  by  clitoridectomy  mutilated  so  many  women 
(which  was  not  the  fact)  that  so  great  an  outcry  was  raised 
against  him.  Now  castration  is  a  greater  mutilation  still.  In 
a  man  it  is  degradation  to  his  manhood.  A  woman  becomes 
a  nondescript  being,  incapable  of  procreation,  yet  as  we  are 
informed  on  competent  authority  retaining  all  her  feminine 
instincts — a  living  victim  of  misfortune,  and  saddened  by  the 
consciousness  she  is  no  longer  a  complete  woman.  Doubtless 
in  many  a  case  her  mental  adornments  will  make  her  even 
beautiful  in  her  new  life,  but  still  it  is  a  mutilation  which 
she  has  undergone,  the  remembrance  of  which  cannot  be 
agreeable.  But  though  I  say  this  yet  I  would  guard  my- 
self from  being  misunderstood.  I  do  think  it  is  a  right 
and  just  thing  to  do,  if  no  better  means  of  saving  life,  and 
ensuring  relief  from  constant  pain,  are  at  hand.  In  such  cases 
our  thanks  are  due  to  those  who  practise  it.  Still,  if  any 
other  way  could  be  found  of  accomplishing  the  same  ends, 
and  the  castration  could  be  avoided,  it  would  be  a  greater 
triumph  of  surgery.  The  time  was  when  a  crushed  hand 
would  have  necessarily  been  relieved  by  amputation,  but 
Hancock  showed  that  by  putting  such  a  hand  in  splints,  in  a 
boy,  the  hand  could  be  saved  and  restored  as  a  useful  member. 
In  a  paper  read  before  the  Medico-Chirurgical  Society  by 
Mr.  Alban  Doran,  he  referred  after  a  full  consideration  of  the 
pathology  of  diseased  Fallopian  tubes  to  Dr.  Skutsch's  con- 
servative operation  "  salpingotomy''  where  obstructed  tubes,  if 
non-suppurating,  could  be  restored  when  a  small  piece  of  the 
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tube  was  excised  ;  and  Herr  Fieganspick  has  shown  that  a 
restitutio  ad  integrum  after  tubal  gestation  was  possible,  since 
in  a  case  of  his  own  where,  after  treatment  by  massage,  a 
hasmatosalpinx,  the  result  of  ruptured  tubal  gestation,  com- 
pletely disappeared.  Our  late  distinguished  President,  Dr. 
Macan,  also  informed  us  in  his  interesting  valedictory  address, 
that  he  had  three  times  successfully  performed  salpingotomy 
in  cases  of  hydro-salpinx.  These  results  are  very  encouraging, 
and  I  trust  will  be  still  further  extended.  Indeed,  it  would 
not  be  a  matter  of  surprise  to  me  if  some  day  Dr.  Tyler 
Smith's  operation  of  opening  and  dilating  the  tubes  per  utero, 
when  the  abdomen  had  been  also  opened,  could  be  safely 
performed  under  ocular  direction,  and  so  even  cases  of  stric- 
ture, it  may  be  of  obstruction,  cured  while  the  tubes  were  left 
intact.  Possibly  also  a  passage  could  be  made  through  a 
previous  salpingotomy  from  the  tube  into  the  uterus,  and  so 
the  tubes  restored  to  integrity,  and  the  mutilation  of  castra- 
tion be  avoided.  I  may  perhaps  appear  to  speak  too  hopefully. 
Still  I  trust  future  experimenters  in  this  direction  may  be 
found,  and  so  develop  a  new  phase  in  the  treatment  of 
diseased  tubes. 

There  can  be  no  doubt  that  even  a  diseased  ovary  may 
produce  an  ovum.  Mr.  Thornton  believes  that  even  if  a  very 
small  portion  of  ovary  remains,  and  the  tube  is  passable,  this 
will  be  sufficient  to  allow  of  impregnation.  Again,  the  very 
interesting  and  instructive  case  mentioned  by  Dr.  Bantock  at 
our  last  meeting  proves  it  Here,  notwithstanding  that  both 
ovaries  were  degenerated  and  fibrous,  and  had  attained 
gigantic  proportions,  the  woman  from  whom  he  extirpated 
them  was  not  only  then,  but  had  been  also  pregnant  with 
this  co-existent  disease  fifteen  months  back,  and  been  safely 
delivered.  Those  ovaries  we  all  had  the  opportunity  of 
handling  and  examining  the  woman  remaining  well,  and  her 
pregnancy  continuing  uninterruptedly. 

Electrolysis. — But  is  there  not  any  other  way  of  obviating 
these  operations  for  myomata?  Of  late  the  question  of 
electrolysis  as   an   alternate   measure    has    come  very  pro- 
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minently  before  the  profession,  but  the  subject  is  still  so 
comparatively  new  that  the  results  are  insufficient.  One  feels 
a  little  unwiUing  to  discuss  this  subject,  especially  as  it  has 
been  said  (not  over  politely  it  is  true)  in  this  Society  that 
those  who  advocate  it,  do  so  by  "  nonsensical  talk."  But  I 
wish  to  speak  reasonably  and  philosophically,  and  in  more 
parliamentary  language  on  the  subject.  Let  me  point  out 
three  fallacies  at  least,  (i)  Those  who  would  pretend  to  prac- 
tise ovariotomy  must  have  learnt  all  the  details,  and  profited 
from  the  experience  of  others.  Should  not  those  who  wish 
to  practise  electrolysis  equally  learn  all  the  details  of  the 
process,  and  also  profit  from  the  experience  of  others  ?  If 
men  will  use  either  pole  indifferently,  without  knowing  that 
their  effects  are  directly  opposite ;  will  not  measure  the  amount 
of  electricity  employed,  or  the  time  during  which  they  use  it ; 
if  they  select  improper  metals  for  electrodes,  and  use  a  faulty 
intermediate  substance  where  necessary  between  the  electrodes 
and  the  patients,  how  can  they  reasonably  expect  success  ? 
They  will  surely  disagree  with  one  another,  fail,  and  disgrace 
electrolysis.  Now  we  have  the  evidence  of  several  who  have 
tried  it,  and  from  their  unsatisfactory  answers  when  ques- 
tioned, and  perhaps  more  certainly  by  our  own  failures,  that 
such  inadequate  knowledge  is  not  uncommon.  Then  (2) 
why  not  accord  to  electrolysis  what  we  claim  for  other  opera- 
tions, that  early  attempts  have  yielded  frequently  very  un- 
happy results  which  later  experience  has  enabled  us  entirely 
to  avoid,  "blunders  inseparable  from  ignorance,  blunders 
which  help  one  not  only  to  mend  his  own  ways,  but  also  to 
mend  the  ways  of  those  who  come  after  him,  and  who  forget 
to  credit  him  with  the  better  results  which  his  misfortunes 
have  provided  for  them."  These  are  Mr.  Lawson  Tait's 
ipsissima  verba,  only  put  in  the  third  person  to  continue  the 
sequence  of  my  remarks  ("Diseases  of  Women,"  i.  195). 

Dr.  Ephraim  Cutter,  of  New  York,  has  given  us  a  series 
of  cases  so  treated  by  himself  and  Dr.  Gutlmann  Kimball. 
Dividing  his  cases  in   six   series,  non-arrests   7,  arrests   25, 
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relieved  3,  cured  11,  and  deaths  4;  this  is  not  altogether  so 
bad  a  result. 

Then  Dr.  Thomas  Keith,  who  had  the  lowest  mortality  of 
all  operators  in  hysterectomy  (3  per  cent.)  in  private  (although 
in  hospital  it  was  four  times  as  great),  has  now  abandoned  it 
and  fallen  back  on  electrolysis.  In  his  latest  work,  in  which 
Mr.  Skene  Keith  is  associated,  we  learn  he  has  operated  on 
106  cases,  with  87  recoveries  and  3  deaths.  These  cases,  it 
is  true,  have  only  eighteen  months'  history.  Three  tumours 
entirely  disappeared.  No  large  tumour,  however,  did  so,  but 
many  became  smaller.  Dr.  Rutherfoord  has  also  reported  his 
results  in  14  cases.  In  one  the  tumour  entirely  disappeared  ; 
in  4  urgent  symptoms  occurred,  and  tumours  decreased  in 
size  ;  in  2  no  effect  was  noticed ;  in  3  treatment  was  discon- 
tinued ;  in  I  it  was  abandoned — or,  as  he  otherwise  states  it, 
in  5  the  result  was  favourable,  6  uncertain,  3  unfavourable. 

Then  thirdly,  there  is  another  more  important  considera- 
tion still  which  should  not  be  lost  sight  of;  it  is  the  probable 
occurrence  of  insanity  after  hysterectomy.  The  proportion  of 
such  cases  in  Dr.  Keith's  cases  was  10  per  cent — a  large 
number.  Mr.  Tait  had  two  cases  after  the  removal  of  the 
appendages,  but  here  I  am  content  to  accept  his  explanation 
that  they  might  not  have  been  caused  by  the  operation,  one 
woman  having  been  insane  before ;  the  other  was  an  example 
of  anaesthetic  insanity  ;  while  two  who  were  insane  were  cured 
by  the  operation.  Still,  as  insanity  does  not  occur,  at  least  in 
anything  like  a  similar  proportion  in  other  cases  of  abdominal 
operation,  the  coincidence  is  remarkable.  The  fact  is,  too 
much  has  been  erroneously  assumed  by  the  enemies  of  elec- 
trolysis, and  too  much  foolishly  asserted  by  its  friends,  in  the 
treatment  of  fibrous  tumours.  It  is  quite  true  that  it  does 
occasionally  lead  to  their  entire  disappearance,  still  oftener  to 
their  marked  diminution  in  size.  But  the  great  result  of 
electrolysis  is  to  strengthen  the  patients  and  tide  them  over  in 
safety  till  they  have  passed  the  menopause.  It  also  often  enables 
women  (and  this  is  of  immense  value  among  the  working 
classes)  who  before  its  use  have  been  incapacitated  from  work, 
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to  resume  their  occupations,  as  if  such  tumours  had  disap- 
peared. What  more  does  removal  of  the  tubes  affect  in  most 
cases  ? 

A  discovery  lately  made  by  Dr.  B.  W.  Richardson  will 
possibly  explain  this  electrolytic  result.  That  distinguished 
physician  has  lately  been  trying  the  effect  of  a  weak  current 
of  electricity  on  blood,  selecting  always  a  drop  of  his  own 
blood,  and  watching  the  changes  under  the  microscope,  and 
he  has  found  that  the  effect  is  to  produce  (although  he  cannot 
do  so  at  will)  various  tissues  not  to  be  distinguished  from 
those  found  in  the  living  body — for  instance,  networks  of  cells 
and  canals,  fissures  of  cells,  sometimes  these  cells  empty,  some- 
times containing  crystals  like  uric  acid  and  cholesterine. 
A  comparison  was  instituted  between  the  modifications 
of  blood  under  the  vibratory  shock,  and  the  modifications 
induced  by  passing  voltaic  currents  of  various  intensities 
through  blood  on  the  microscope  slide.  In  the  decomposition 
from  the  voltaic  current^  the  fibrine  separated  at  the  positive 
terminal,  and  from  the  point  where  hydrogen  was  evolved 
globular  spaces  like  the  cysts  above  mentioned  were  produced. 
But  the  phenomena  generally  partook  of  destruction  rather 
than  reconstruction,  while  the  phenomena  from  vibrating  shock 
partook  of  reconstruction  altogether,  and  the  development  of 
new  and  permanent  structures.^ 

"  The  forces  at  work,"  continues  Dr.  Richardson  (p.  380), 
"are  as  I  at  present,  and  subject  to  correction,  think  :  {a) 
Vibration  between  the  retaining  glass  surfaces  and  the 
retained  blood.  (J?)  Slow  decomposition  of  water  by  which 
oxidation  is  permitted,  and  by  which,  under  liberation  of 
free  hydrogen,  the  canals  and  cysts  and  other  structural 
forms  are,  to  speak  familiarly,  blown  into  form  out  of  the 
colloidal  material,  as  in  the  art  of  blowing  glass,  or  soap, 
or  albumen,  into  different  forms  by  air  and  the  breath. 
{c)  Crystallisation  of  crystallisable  matter  that  has  been 
separated  from  colloidal." 

*  Asclep.y  1886,  p.  378-9. 
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We  have  possibly  in  this  electrical  action  the  explanation 
at  once  of  the  arrest  or  diminution  of  the  tumours  in  their 
metamorphosis,  while  the  same  action  explains  the  recupera- 
tion of  strength  in  many  of  those  who,  after  the  treatment, 
have  been  safely  able  to  resume  laborious  work. 

I  had  hoped  to  speak  of  other  improvements  in  perinoeorr- 
haphy  introduced  into  England  by  Baker  Brown,  improved 
by  Savage,  Wynn  Williams,  and  Bantock,  simplified  by 
Lawson  Tait,  and  again  improved  upon  by  Fancourt  Barnes  ; 
of  the  shortening  of  the  round  ligatures  by  Alexander  in 
cases  of  retroversion  of  the  uterus,  or  the  stitching  of  the 
uterus  by  its  hilum  to  the  infundibulum  pelvis  by  Imlach,  or, 
as  done  by  Dr.  Heywood  Smith,  to  some  portion  of  the  peri- 
toneum, but  time  will  not  allow  me.  I  was  also  very  anxious 
to  treat  of  the  question  of  antiseptics  in  gynaecology,  but 
the  subject  is  too  large,  and  I  may  reserve  it  for  an  especial 
paper  at  some  future  time. 

It  remains  only  for  me  to  thank  you  for  the  honour  you 
have  done  me  in  electing  me  as  your  President.  To  serve 
under  so  distinguished  a  man  as  your  Hon.  President,  Dr.  R. 
Barnes,  whose  name  is  famous  in  Europe  and  America  as  one 
of  our  greatest  obstetricians  and  gynaecologists,  is  no  small 
honour.  To  follow  some  of  those  who  have  preceded  me  in 
this  chair  adds  to  the  lustre  of  the  appointment.  I  trust  that 
by  strict  impartiality,  by  courteous  demeanour  among  you  I 
may  prove  myself  worthy  of  that  honour.  One  thing  however, 
in  conclusion,  I  feel  I  should  say.  The  great  desideratum  we 
must  aim  at  is  a  more  accurate  diagnosis — a  diagnosis  not 
only  of  a  present  condition  but  of  a  future  change  which  may 
supervene  upon  that  condition.  Surgery  may  remedy  serious 
evils,  but  we  should  seek  rather  to  prevent  their  occurrence. 

The  Prophet  King  of  old  sang  most  delightfully  but  most 
truthfully,  when  he  said,  "  I  will  praise  Thee,  for  I  am 
wonderfully  made.  Marvellous  are  thy  works,  and  that  my 
soul  knoweth  full  well  My  substance  was  not  hid  from  Thee 
when  I  was  made  in  secret  and  curiously  wrought  in  the 
lowest  parts  of  the  earth.  Thine  eyes  did  see  my  substance 
VOL.  VI. — NO.  21.  4 
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yet  being  imperfect,  and  in  Thy  book  all  my  members  were 
written,  and  in  continuance  were  fashioned,  when  as  yet  there 
were  none  of  them."  I  trust  the  time  will  come  when  man, 
more  enlightened  than  now,  will  also  be  more  pure  and 
honest  in  his  work,  when  science  shall  have  disentangled 
the  knotty  meshes  linked  together  amid  created  things  and 
which  hitherto  have  been  tied  up  in  mystery,  and  he  again 
will  be  able  to  show  forth  something  of  his  Creator's  re- 
flected Divinity  by  the  effectual  prevention  of  disease.  Al- 
ready sanitary  measures  have  diminished  mortality,  and  the 
influences  of  season  and  miasmata  have  been  investigated  ; 
but  when  the  laws  of  the  re-energised  microbes  hitherto  in- 
visible, quiescent  and  indefinite,  and  their  newly  developed 
life  have  been  studied,  when  the  manner  of  their  metamor- 
phosis has  been  more  accurately  understood ;  when  culture  of 
these  organisms  has  generated  similar  microbes  capable  of 
producing  at  will,  when  inoculated,  diseases  of  less  severe 
type,  yet  rendering  such  persons  proof  against  the  more  ma- 
lignant forms  ;  when  as  the  symptoms  of  disease  occur  we 
shall  be  better  able  to  isolate  and  localise  their  action  ;  when, 
in  fact,  we  shall  have  learnt  more  about  this  wonderful  body 
which  our  spirits  inhabit ;  when  the  secret  springs  of  those 
correlated  forces  in  operation  have  been  unravelled — then,  like 
our  divine  Master,  we  may  hope  under  a  mightier  influence  to 
show  forth  the  mysteries  wrought  "  in  the  lowest  part  of  the 
earth  "  and  the  air  above  it,  to  see  the  seeds  of  disease  yet 
imperfect  approaching  from  afar  off.  And  then  may  a  more 
enlightened  medical  literature — because  more  practical  and 
complete— adorn  and  teach  our  successors  the  laws  of  that 
"  continuance  in  which  they  were  fashioned."  Then  we  may 
hope  that  the  number  of  diseases  will  diminish,  and  their 
power  be  so  weakened  that  at  last  there  shall  be  few  of 
them  to  weary  man.  Then  humanity  will  have  reached  a 
degree  of  happiness  never  before  attained,  that  happiness 
being  always  progressive  because  it  is  founded  on  incontro- 
vertible and  eternal  Truth. 

Dr.  Bantock,  in  proposing  a  vote  of  thanks  to  the  Presi- 
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dent  for  his  able  and  eloquent  address,  observed  that  he  would 
like  to  question  the  statistics  of  hysterectomy  on  which  the 
President's  remarks  had  been  based,  and  he  pointed  out  that 
there  was  a  contradiction  in  reference  to  the  operations  of 
this  kind  performed  by  Keith.  In  one  part  of  the  paper 
the  mortality  was  given  as  3  per  cent,  and  further  on  as  four 
times  three.  Beyond  this  he  thought  the  address  was  an 
exceedingly  creditable  one,  both  from  a  literary  and  a  profes- 
sional point  of  view,  and  he  had  great  pleasure  in  proposing 
a  vote  of  thanks  to  him  therefor. 

Dr.  Edis  concurred  in  the  sentiments  expressed  by  Dr. 
Bantock,  and  the  motion  was  then  agreed  to  by  acclama- 
tion. 

The  President  gracefully  acknowledged  his  sense  of  the 
honour  that  had  been  conferred  upon  him  that  evening,  and, 
in  reply  to  Dr.  Bantock,  he  said  he  had  taken  his  figures  from 
Mr.  Keith's  own  writings  that,  while  the  mortality  was  as  low 
as  3  per  cent,  in  private  practice,  it  had  been  four  times  as 
high  in  the  general  hospital. 
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Wednesday,  February  12,  1890. 

C.  H.  F.  ROUTH,  M.D.,  President,  in  the  Chair. 

Present  :  30  Fellows,  i  Visitor. 

The  following  were  elected  Fellows  of  the  Society  : — Dr. 
Gray,  Newmarket ;  Dr.  Collins,  Birmingham.  The  following 
was  proposed  for  election : — Bowie  Campbell  Gowan,  Stan- 
more,  Middlesex. 

Dr.  Parsons  showed  an  instrument  invented  by  Dr. 
Campbell  Gowan  for  the  reposition  of  the  inverted  uterus 
by  means  of  hydrostatic  pressure. 

Dr.  Barnes  pointed  out  that  the  instrument  lacked  the 
leverage  upon  the  uterus  which  was  obtained  in  the  instru- 
ment devised  by  himself  for  that  purpose. 

Dr.  Fancourt  Barnes  showed  a  parovarian  tumour, 
together  with  some  of  the  fluid  which  had  been  withdrawn 
therefrom,  which  he  thought  was  very  characteristic  of  par- 
ovarian cysts,  being  very  bright  and  crystalline  in  character. 
The  patient  was  thirty  years  of  age,  and  had  been  married 
six  years.  Her  last  confinement  was  sixteen  months  before. 
Since  that  time  she  had  experienced  a  good  deal  of  pain  in 
the  sacrum  and  back.  She  was  admitted  into  the  hospital 
on  January  4th,  and  on  examining  her  he  found  what  was 
afterwards  diagnosed  to  be  an  ovarian  cyst  fixed  in  the 
pelvis.  On  subsequent  examination,  finding  that  the  tumour 
was  moveable,  he  came  to  the  conclusion  that  it  was  an 
ovarian  cyst.  On  the  i6th  January  he  performed  ovario- 
tomy in  the  usual  way.  On  passing  his  hand  into  the  pelvis 
he  felt  the  cyst,  but  found  it  was  impossible  to  lift  it  out 
because  the  pedicle  had  got  twisted  low  down  in  the  pelvis. 
He  had  called  the  attention  of  his  colleagues  to  the  fact  of 
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the  pedicle  being  twisted  during  the  operation.  He  there- 
fore inserted  a  trocar  and  withdrew  the  fluid.  The  tumour 
then  collapsed,  and  all  further  difficulty  was  at  an  end.  The 
sac  was  removed,  together  with  the  ovary  on  the  same  side. 
The  pedicle  was  easy  to  tie.  The  tumour  contained  2lbs.  40ZS. 
of  the  clear  fluid.  He  showed  the  specimen  because  they  did 
not  often  find  ovarian  or  parovarian  tumours  blocked  in  the 
pelvis,  and  so  blocked  as  to  lead  the  gynaecologist  to  believe 
that  it  was  a  pelvic  swelling.  The  patient  left  the  hospital 
perfectly  well  some  days  since. 

Dr.  RUTHERFOORD  did  not  think  that  the  fluid  in  this  case 
could  be  called  characteristic  of  either  ovarian  or  parovarian 
fluid.  He  recalled  a  case  operated  upon  by  Dr.  Bantock  in 
which  the  fluid  was  perfectly  clear,  and  in  which  he  demon- 
strated to  the  visitors  that  it  was  ovarian,  but  it  turned  out  to 
be  parovarian. 

Dr.  Mansell-Moullin  asked  whether  there  were  any 
symptoms  of  twisted  pedicle  present.  He  observed  that  the 
fluid  was  not  what  one  would  have  expected  in  such  a  case, 
for  twisting  of  the  pedicle  generally  led  to  effusion  of  blood 
into  the  cyst. 

Dr.  Bantock  corrected  Dr.  Rutherfoord's  statement  with 
regard  to  the  case  upon  which  he  had  operated.  He  spoke  of 
fluid  obtained  from  parovarian  cysts  in  the  paper  which  he 
had  communicated  to  the  Obstetrical  Society.  He  had 
pointed  out  that  the  characters  of  a  fluid  from  parovarian 
cysts  was  very  characteristic,  the  Sp.  G.  being  about  1004,  no 
albumen  whatever  being  present.  His  object  in  mentioning 
the  case  was  to  show  that  even  this  characteristic  of  the  fluid 
was  not  reliable,  for  in  an  undoubtedly  parovarian  cyst  the 
fluid  had  contained  a  quantity  of  albumen. 

Dr.  Fancourt  Barnes,  in  reply,  said  he  was  not  a  micro- 
scopist,  but  he  did  know  that  specimens  of  fluid  from  ovarian 
tumours  had  been  submitted  to  microscopists  for  inspection, 
and  that  on  various  occasions  they  had  been  wrong  in  their 
diagnosis.  Personally  he  attached  no  importance  to  such 
fluids  from  a  diagnostic  point  of  view  as  they  seemed  to,  but 
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he  had  never  seen  a  clear  fluid  such  as  that  come  out  of  any 
other  tumour  than  a  parovarian.  There  were  no  symptoms 
of  twisted  pedicle,  but  as  to  the  fact  of  the  pedicle  being 
twisted,  he  said  he  had  the  evidence  of  his  own  eyes. 

Dr.  Bantock  asked  whether  the  fluid  had  been  tested, 
and  whether  any  albumen  had  been  detected,  also  as  to  the 
Sp.  G. 

Dr.  Fancourt  Barnes  said  that  it  had  not  been  tested. 


Report  on  Dr.  Fentoris  Case  of  Fibrocystic    Tumour  of  the 

Uterus. 

Operation  performed  on  October  17th,  and  the  specimen 
referred  to  Pathological  Sub-Committee  on  October  23rd, 
1889. 

The  specimen  consisted  of  part  of  the  fundus  uteri,  to 
which  was  attached  an  oval  tumour,  measuring  about  six  and 
a-half  inches  vertically,  five  inches  in  diameter,  and  sixteen 
inches  in  circumference.  The  left  ovary  and  part  of  the  left 
tube  were  still  attached  to  the  tumour.  On  examining  the 
tumour,  a  small  cavity  about  an  inch  in  depth  was  found  at 
the  lowest  part  and  to  the  right  side,  which  was  the  right 
corner  of  the  uterus  ;  both  ovaries  were  removed,  the  left 
being  still  attached  to  the  tumour.  On  the  upper  part  of  the 
growth  there  are  a  number  of  small  fibroid  masses  of  irregular 
shape.  The  cavity  of  the  cyst  is  oval,  and  its  lining  rough 
and  irregular ;  an  epithelial  lining  membrane  is  altogether 
absent.  The  wall  is  of  different  thickness  in  various  parts, 
varying  from  one-eighth  of  an  inch  at  the  posterior  and  left, 
to  two  inches  at  the  lowest  part.  Its  structure  was  that  of  a 
uterine  fibro-myomata.  The  cyst  was  unilocular.  The  fluid 
contents  measured  forty-eight  ounces,  and  were  faintly  alka- 
line in  reaction;  specific  gravity,  1,015.  The  fluid  was  straw- 
coloured,  slightly  blood-stained,  with  some  flocculent  coagula 
floating  in  it.  Coagulation  took  place  spontaneously  to  a 
slight  degree,  but  on  addition  of  acetic  acid  and  boiling, 
it   became    nearly   solid    with   albumen.      Unfortunately    a 
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sufficient  quantity  was  not  preserved   to   allow  a  thorough 
analysis  to  be  made. 

Microscopical  examination. — Sections  were  made  through 
the  entire  thickness  of  the  tumour- wall,  and  presented  in  their 
deeper  parts  the  typical  structure  of  a  fibro-myoma.  The 
inner  surface  of  the  wall  of  the  tumour  was  entirely  devoid  of 
any  endothelial  lining,  and  presented  a  ragged  and  irregular 
appearance.  The  tissue  immediately  in  contact  with  the 
fluid  contents  presented  a  peculiar,  almost  hyaline,  appear- 
ance, devoid  of  any  structure  or  only  very  finely  fibrillated. 
This  appearance  may  be  due  to  the  action  of  the  hardening 
fluid,  or  may  be  fibrine.  Lower  down  this  hyaline  appear- 
ance is  still  maintained,  but  is  found  to  contain  long  rod-like 
bodies  with  rounded  extremities,  similar  to  the  nuclei  of  non- 
striated  muscular  cells.  As  the  muscular  tissue  is  neared, 
these  nuclei  become  more  marked,  and  are  seen  to  be  con- 
tained within  cell  walls,  which  are  at  first  dimly  marked, 
become  more  visible  as  the  deeper  tissues  are  marked,  until 
at  length  typical  non-striped  muscular  tissue  is  found.  In 
the  more  superficial  layers  the  cells  and  nuclei  are  cloudy  and 
granular,  but  gradually  assume  a  normal  appearance  deeper 
down. 

The  rest  of  the  changes  [may  be  described  as  mucoid. 
This  mucoid  degeneration  of  the  connective  tissue  affects  the 
structure  of  the  tumour-wall  not  only  superficially,  but  deeper 
down  may  be  seen  patches  undergoing  similar  changes. 

No  dilated  lymph  channels  or  blood-vessels  are  to  be 
seen  ;  nor  is  there  any  trace  of  myomatous  tissue,  such  as  is 
described  by  Virchow  as  occurring  in  certain  of  these  cysto- 
fibromata. 

In  conclusion,  the  specimen  may  be  described  as  a  uterine 
fibro-myoma,  which  has  undergone  mucoid  degeneration — 
the  changes  being  first  produced  in  the  connective  tissue 
portion  and  afterwards  involving  other  tissues,  until  at  length 
a  cyst  was  formed.  The  true  cause  of  this  change  is,  how- 
ever, impossible  to  state. 

Henry  T.  Rutherfoord. 
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FIBRO-CYSTIC  TUMOUR  OF  UTERUS,  REMOVED  BY 
DR.  FENTOA'. 


{a)  Interior  of  Uterus  ;  ragged  and  rough. 

{b)  Wall  Cut  to  show  Interior  of  Cyst. 

{c)  Fibroid  Nodules  on  Outer  Surface  of  Tumour. 

{d  and  e)  Tube  and  Ovary. 

{g)  Position  of  Fundus  Uteri. 


Fil^ro  -  cvstic  tuitiour  of  Uterus 
removed  by  D^  Fenton. 


H.TR.del. 


DanielssoniCo.  lith. 
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Dr.  Bedford  Fenwick  pointed  out  that  some  of  the 
most  rapidly  growing  tumours  were  fibroids  of  the  uterus  in 
which  degenerative  changes  had  caused  cystic  formation,  and 
the  cysts  by  their  development  caused  a  rapid  increase  of  the 
tumour.  He  had  recently  had  a  case  sent  to  him  for  treat- 
ment, in  which  the  peculiar  point  had  been  noted  that  the 
tumour  grew  with  exceeding  rapidity,  and  it  turned  out  to 
be  a  fibro-cyst  of  the  uterus.  The  wall  was  markedly  thinned 
in  some  parts  while  in  others  it  exhibited  the  typical  thick- 
ening of  fibroid  tumours. 

Dr.  Bantock  showed  two  specimens,  being  examples  of 
fibroid  tumours  of  the  uterus.  One  was  an  example  of  the 
hard  and  the  other  of  the  soft  fibroid.  The  first  tumour,  with 
which  was  joined  two  similar  tumours,  had  been  removed  on 
the  22nd  January,  from  a  married  woman  aged  thirty-seven, 
who  had  had  no  children.  There  had  been  no  disturbance 
of  the  menstrual  function  whatever,  but  there  had  been  a  good 
deal  of  pain  before  and  during  the  period.  It  was  in  conse- 
quence of  the  pain  which  sometimes  occurred  between  the 
periods  as  well,  that  the  patient  desired  the  removal  of  the 
tumour.  He  had  put  the  patient  off  as  long  as  he  could,  but 
at  last  he  had  been  obliged  to  take  her  in  hand.  There  was 
some  difficulty  in  the  operation,  because  the  two  small 
tumours  projected  from  the  back  part  of  the  uterus.  One 
dipped  down  to  the  bottom  of  Douglas's  pouch,  and  there 
were  a  few  adhesions  in  the  pelvis.  He  put  an  elastic  ligature 
below  the  larger  one  and  divided  the  envelope,  thus  obtaining 
a  pedicle.  It  was  above  the  level  of  the  ovary,  and  this  he 
managed  to  remove  by  ligature  subsequently.  The  other 
was  so  low  down  that  he  had  been  unable  to  get  it  out  and 
so  had  to  leave  it. 

The  other  case  had  been  operated  on  on  the  8th  inst. 
The  patient  was  a  single  woman,  aged  twenty-three.  The 
menstruation  had  been  regular  without  pain  or  excess.  The 
tumour  weighed  2^  lbs.  in  its  present  condition,  and  the 
greater  part  of  the  growth  had  taken  place  within  the  last  few 
months.     That  was  explained  by  the  fact  that  it  was  a  soft 


58  The  British  Gyncecological  Society. 

fibroid,  and  thus  invited  comparison  with  the  other.  The  dif- 
ference could  be  seen  without  any  microscopic  examination. 
It  was  one  of  those  cases  in  which  it  had  been  proved  that 
the  removal  of  the  appendages  was  of  no  value  whatever. 
The  cavity  of  the  uterus  was  but  slightly  enlarged,  if  at  all, 
and  the  remainder  of  it  might  be  seen  on  the  lower  part  of 
the  tumour.  That  represented  the  anterior  wall  of  the  uterus, 
and  the  posterior  wall  had  been  removed  at  the  same  time, 
but  had  been  taken  away  for  microscopical  examination.  The 
operation  in  this  case  was  very  different  from  the  other, 
because  the  ovaries  were  so  low  that  they  could  not  be  in- 
cluded in  the  loop  of  the  same  ligature,  and  he  had  been 
obliged  to  put  on  an  elastic  ligature  first  of  all.  He  divided 
the  capsule,  enucleated  and  put  on  the  elastic  ligature  on  to 
the  raw  surface.  In  that  way  the  broad  ligament  was  set 
free,  so  that  subsequently  he  was  enabled  to  ligature  both 
the  ovaries  without  any  difficulty.  If  he  had  adopted  the 
same  method  in  the  other  case  as  in  this  he  could  have  re- 
moved the  right  ovary,  which  he  had  been  obliged  to  leave 
but  it  was  on  account  of  the  difficulty  in  that  case  that  he 
made  up  his  mind  to  leave  the  broad  ligaments  free  so  as 
to  relax  the  strain  on  the  ovarian  ligaments.  Then  the 
envelope  was  attached  to  the  parieties,  so  that  everything 
was  outside  the  peritoneal  cavity.  That  patient  also  was 
doing  perfectly  well. 

I  have  another  specimen  here  in  a  fresh  state.  It  is  one 
of  very  great  interest.  I  have  here  a  foetus  of  about  six 
months,  and  the  sac  from  which  it  was  removed.  The  patient 
is  a  married  woman,  aged  thirty,  the  mother  of  one  child  five 
years  ago.  She  entered  the  hospital  on  the  ist  of  July  of  last 
year.  She  had  a  small  tumour  occupying  the  right  side  of 
the  hypogastrium,  dipping  into  the  pelvis  and  pushing  the 
uterus  up  against  the  pubes,  and  in  the  lower  part  a  peculiar 
body  could  be  felt,  which  I  took  to  be  the  knee  or  the  elbow 
of  the  foetus.  The  history  was  of  such  a  nature  that  I  came 
to  the  conclusion  that  the  case  must  be  one  of  extra-uterine 
gestation.     The  patient  menstruated  for  the  last  time  on  Feb. 
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8th,  1889.  In  May  there  was  a  coloured  discharge  lasting  a 
month.  She  did  not  pass  any  well  marked  substance  that 
she  was  aware  of,  but  pieces  of  soft  material  like  skin  came 
away  at  the  end  of  a  fortnight.  There  was  no  particular  pain 
at  the  time,  but  this  set  in  soon  after,  and  continued  until  she 
entered  the  hospital.  Ever  since  the  birth  of  her  first  child 
menstruation  had  been  painful  during  the  first  day,  and  had 
been  accompanied  by  a  pain  at  the  lower  part  of  the  back. 
She  gave  the  following  history  :^She  was  well  up  to  the  end 
of  February  and  until  the  latter  part  of  May,  when  she  felt  a 
fulness,  but  no  pain.  At  the  end  of  May  she  had  a  coloured 
discharge  —  that  is,  menstruation  accompanied  by  pain. 
A  fortnight  after  the  pieces  of  "  skin "  came  away,  and 
at  the  end  of  the  month  the  discharge  ceased.  There  had 
been  no  morning  sickness,  and  until  the  end  of  May  she  had 
been  able  to  do  her  usual  work.  She  was  admitted  on  July 
6th.  There  were  no  very  urgent  symptoms,  though  the  tem- 
perature was  somewhat  above  normal.  On  the  evening  of 
her  admission  it  was  99° .6,  and  it  continued  to  rise  to  99°  for 
some  days.  I  kept  her  quiet  in  bed  and  just  attended  to  her 
general  health,  and  as  at  that  time  the  hospital  was  about  to 
be  closed  for  the  annual  cleaning,  I  had  to  send  her  home. 
As  it  was  evident  that  she  had  gone  beyond  the  period  of 
rupture,  and  as  if  rupture  had  taken  place  it  had  not  been  into 
the  peritoneal  cavity,  I  made  up  my  mind  to  let  her  go  on,  in 
the  absence  of  urgent  symptoms,  in  order  to  give  her  the  chance 
of  bearing  a  living  child.  For  a  time  the  tumour  seemed  to 
grow  rather  rapidly,  and  in  the  month  of  August,  just  before 
I  was  going  away  for  my  holiday,  I  saw  her  again,  and  found 
that  the  increase  in  size  was  no  longer  so  rapid.  I  kept  her 
under  observation  and  saw  her  in  October,  and  December, 
and  finally  admitted  her  into  the  hospital  in  January.  It  was 
quite  evident  that  the  tumour  had  not  grown  materially  since 
the  last  measurement  in  October,  The  diagnosis  of  extra- 
uterine gestation  was  strongly  impressed  upon  my  mind  when 
I  first  saw  her,  and  again  in  October,  but  latterly  a  doubt  had 
crept  into  my  mind  as  to  whether  after  all  I  had  not  made  a 
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mistake,  for  the  mass  had  risen  up  out  of  the  pelvis  very  con- 
siderably, so  that  the  uterus  was  almost  in  its  normal  position, 
instead  of  being  jammed  against  the  symphysis  of  the  pubes. 
I  operated  this  very  afternoon,  and  as  soon  as  I  had  exposed 
the  tumour,  uterine  muscular  tissue  was  at  once  perceived. 
Careful  examination  of  the  whole  of  the  surface  of  the  tumour 
showed  that  the  case  was  likely  to  prove  one  of  extreme  diffi- 
culty, in  so  far  as  the  removal  of  the  cyst  was  concerned,  I 
therefore  introduced  a  small  trocar,  and  found  a  dark  coffee- 
like fluid  in  the  cyst.  I  then  made  a  larger  opening,  and 
certain  by  this  time  that  I  had  to  do  with  a  case  of  extra- 
uterine gestation,  I  made  an  incision  into  the  cyst  and 
extracted  the  foetus.  Then  I  proceeded  to  remove  the 
placenta,  fearing  that  I  should  not  be  able  to  remove  the  cyst 
itself,  and  with  the  intention  of  draining  the  cyst  cavity. 
There  was  so  much  bleeding,  however,  from  the  simple  fact 
of  my  having  passed  my  hand  all  over  it,  that  I  determined 
to  make  an  effort  to  get  the  cyst  itself  away.  In  doing  so  I 
had  to  separate  several  coils  of  intestine,  which  were  adherent. 
Then  I  got  down  to  the  right  broad  ligament,  and  shelled  out 
the  whole  of  the  tumour  and  secured  the  pedicle,  the  Fallo- 
pian tube  and  a  large  extent  of  the  broad  ligament.  I  then 
washed  the  abdomen  well  out  with  hot  water  and  put  in  a 
drainage  tube,  and  the  patient  was  as  well  this  evening  as 
one  could  expect.  I  have  preferred  to  show  you  the  speci- 
men in  its  recent  condition,  because  it  gives  a  much  better 
idea  of  the  nature  of  the  case  than  when  deprived  of  all 
colour,  as  it  would  be  by  the  usual  process  of  preservation. 
I  wish  to  insist  upon  one  point  in  connection  with  the  rup- 
ture of  the  Fallopian  tube.  That  this  was  originally  a 
Fallopian  pregnancy  there  can  be  no  doubt.  Mr.  Tait  has 
laid  it  down  with  far  too  much  dogmatism  that  a  Fallopian 
pregnancy  always  ruptures  at  about  the  thirteenth  week,  either 
into  the  peritoneal  cavity  or  into  the  cavity  of  the  broad  liga- 
ment. I  think  that  his  statement  is  too  absolute,  for  here  is 
a  specimen  of  such  a  pregnancy  going  on  to  the  sixth  month, 
without  any  rupture  taking  place.     This  is  an  important  point 
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in  the  prognosis,  supposing  that  it  has  been  recognised  at  an 
early  stage. 

Dr.  Heywood  Smith  asked  whether  this  was  not  the 
only  case  on  record  in  which  an  oviductal  pregnancy  had 
proceeded  to  this  extent. 

Dr.  Heywood  Smith  showed  a  specimen  of  dermoid 
tumour  of  the  ovary  removed  from  a  married  woman  aged 
thirty-five,  the  mother  of  four  children.  Premature  labour 
had  been  induced  in  October  last  between  the  seventh  and 
the  eighth  months,  in  consequence  of  a  difficulty  in  former 
labours  owing  to  this  tumour.  He  had  first  seen  the  patient 
in  1886,  when  he  had  diagnosed  dermoid  tumour  of  the  right 
ovary.  Yesterday  he  had  removed  the  tumour  without  any 
difficulty,  for  there  were  no  adhesions.  The  interest  of  the 
case  lay  in  that  the  woman  was  pregnant,  she  having  passed 
her  second  menstrual  period  on  January  28th. 

Dr.  Smith  also  showed  a  rare  and  interesting  specimen  of 
a  fibroma  of  the  right  labium  removed  from  a  single  woman 
aged  forty-six,  who  came  to  see  him  in  May  of  last  year. 
She  had  said  it  had  been  growing  for  five  and  a-half  years. 
He  at  first  thought  from  the  feel  that  it  was  a  very  tense  cyst, 
but  when  he  cut  through  the  thinned  skin  over  it,  it  shelled 
out  without  any  difficulty  and  proved  to  be  a  fibrous  tumour. 

Dr.  Bantock  asked  a  question  as  to  whether  the  litera- 
ture of  the  subject  did  not  give  examples  of  pregnancy  going 
beyond  the  usual  period  of  thirteen  weeks.  He  was  not 
aware  of  any  cases  in  which  the  child  had  gone  on  to  full 
time,  except  in  the  well-known  case  reported  by  Dr.  Berry 
Hart.  That  was  a  case  of  rupture  into  the  broad  ligament, 
in  others  the  child  fell  free  into  the  peritoneal  cavity  owing  to 
the  rupture,  but  he  was  not  aware  of  any  cases  in  which  the 
Fallopian  tube  had  resisted  the  growth  of  the  foetus  over 
thirteen  weeks. 

Adj'oiirJted  Discussion  on  Mr.  Jessetfs  Paper. 

Dr.  Bantock  said  that  Mr.  Jessett  had  facilitated  a  dis- 
cussion by  presenting  a  series  of  conclusions.    The  first  of 
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these  was  that  when  carcinoma  attacked  the  vaginal  portion 
of  the  uterus  it  was  best  treated  by  amputation  of  the  cervix, 
and  preferably  by  means  of  the  scissors.  There  was  no  dif- 
ference between  them  on  the  point  as  to  the  advisability  of 
treating  such  cases  by  amputation  of  the  cervix,  but  when  it 
came  to  the  question  of  the  way  in  which  the  operation  was 
to  be  performed  it  was  otherwise.  He  was  not  quite  satisfied 
in  his  own  mind  that  the  scissors  constituted  the  best  means 
of  removing  the  cervix  in  these  cases.  A  great  deal  of 
bleeding  would  take  place,  especially  if  there  were  much  en- 
largement of  the  cervix.  He  thought  that  Paquelin's  cautery 
was  much  preferable  to  the  scissors,  but  of  course  he  would 
go  through  the  preliminary  stage  of  dividing  the  mucous 
membrane  around  the  cervix  so  as  to  be  able  to  apply  the 
wire  for  the  electric  cautery  or  to  mark  out  the  line  of  divi- 
sion by  Paquelin's  cautery.  They  were  quite  agreed  as  to 
the  after  treatment  of  the  case,  for  they  had  in  iodine  a  most 
remarkable  means  of  arresting  putrefaction  in  any  cavity. 
He  had  nothing  to  say  in  reference  to  the  second  conclusion 
that  caustics  were  unreliable  and  even  harmful.  The  difficulty 
of  applying  caustics  and  of  limiting  their  action  was  very 
great.  He  had  tried  various  substances — bromine,  chloride  of 
zinc,  &c.,  with  results  that  had  been  very  unsatisfactory. 
With  caustics  it  was  almost  impossible  to  avoid  doing  too 
little  or  too  much.  The  third  conclusion  bore  on  the  treat- 
ment of  cervical  cancer  by  removal  of  a  conical  piece,  or,  if 
necessary,  to  take  it  away  en  bloc,  removal  by  the  dcraseur 
being  inadmissible.  The  answer  to  that  question  would 
depend  upon  whether  the  disease  was  seen  at  an  early  stage 
or  not.  If  he  could  be  quite  sure  of  the  nature  of  the  case 
at  the  early  stage,  when  it  looked  like  severe  excoriation,  then 
he  would  be  tempted  to  remove  the  cervix  by  amputation. 
Unfortunately,  however,  he  had  never  been  called  upon  to 
attend  a  case  of  cancer  at  that  early  stage,  so  that  he  was 
confronted  with  the  difficulty  that  what  he  would  have  done 
had  he  seen  the  case  earlier,  was  probably  very  different  from 
what  he  found  himself  compelled  to  do  in  the  unfavourable 
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condition  in  which  he  did  see  it.  In  an  early  stage  of  cancer 
of  the  body  of  the  uterus,  he  would  advocate  total  extirpation 
of  the  uterus.  In  view  of  the  impossibility  of  making  sure 
that  one  had  got  beyond  the  line  of  disease,  the  radical 
measure  was  to  be  preferred  to  the  tentative  one.  When 
attacking  the  body  of  the  uterus  it  was  generally  of  the 
epithelial  variety,  but  he  had  sometimes  seen  a  hard  cancer  in 
that  part.  He  remembered  one  such  case  in  an  old  woman, 
in  whom  the  disease  was  confined  to  the  body  of  the  uterus. 
The  vagina,  &c.,  was  too  small  to  admit  of  vaginal  hysterec- 
tomy, and  when  abdominal  section  was  made  it  was  dis- 
covered that  the  disease  had  already  gone  through  the  body^ 
of  the  uterus,  and  had  caused  a  connection  to  be  set  up 
between  the  sigmoid  flexure  and  the  uterus.  The  result  was 
unfortunate,  for  the  rectum  had  been  opened  up  in  two  places 
and  the  patient  only  lived  four  or  five  days.  With  reference 
to  the  proposition  that  no  drugs  administered  internally  had 
any  effect  in  arresting  the  disease,  he  mentioned  an  instance 
in  which  he  had  employed  the  Chian  turpentine  in  a  case 
of  carcinoma  of  the  cervix,  in  which  he  also  used  chloride 
of  zinc.  He  first  removed  as  much  of  the  cervix  as  he 
could,  and  the  patient  was  very  much  relieved  for  several 
months.  With  the  view  of  helping  the  treatment  he  had 
some  pills  made  according  to  Clay's  formula,  and  some 
weeks  after  the  patient  complained  very  much  of  pain  on 
defaecation.  Several  enemas  had  to  be  given,  and  at  last  a 
large  mass  came  away  about  the  size  of  a  tangerine  orange. 
That  mass  was  composed  almost  entirely  of  Chian  turpentine 
pills. 

Dr.  INGLIS  Parsons  said  he  had  recently  come  across  two 
gentlemen,  Sir  Spencer  Wells  and  Dr.  Aikman,  of  Guernsey, 
who  had  both  tried  this  treatment  and  had  obtained  some  good 
results  from  it.  It  ought  not  to  be  assumed  that  it  was  no 
good  because  in  every  case  it  did  not  answer.  He  observed 
that  Mr.  Jessett  seemed  to  have  used  electricity  in  the  treat- 
ment of  cancer,  but  only  in  the  form  of  the  electro-cautery. 
He  also  spoke  of  sloughing  having  followed  it.     One  would 
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expect  that,  if  the  ordinary  galvano  cautery  were  used,  he  did 
not  gather  what  kind  of  current  was  used,  but  the  treatment 
which  he  himself  had  found  useful  was  killing  the  cells  by  a 
violent  shock,  which  certainly  did  not  produce  a  slough.  In 
no  case,  at  Chelsea,  had  he  had  any  rise  of  temperature  or 
sloughing.  In  one  or  two  cases  he  had  seen  sloughing,  but 
that  was  due  to  the  large  size  of  the  growth.  Under  ordinary 
circumstances,  if  the  shock  killed  the  cells  they  would  go 
through  the  process  of  atrophy  or  degeneration  and  so  be 
absorbed.  If  the  cells  were  in  a  large  mass  it  was  impossible 
for  the  process  of  absorption  to  take  place,  and  so  suppuration 
followed.  When  suppuration  occurred  it  came  on  with  a  rise 
of  temperature  within  forty-eight  hours.  He  did  not  see  how 
they  were  to  prove  the  caustic  action  of  the  current  in  the 
direct  line  between  the  electrodes,  unless  they  could  interpose 
test  papers  at  the  several  points.  That  in  any  case  was  not 
his  own  method  of  treating  cancer.  He  only  flashed  the 
current  through  a  given  part  for,  say  thirty  seconds,  at  a 
strength  of  five  to  six  hundred  milliamperes.  The  caustic 
action  developed  in  that  time  would  be  exceedingly  small. 
It  was  not  easy  to  apply  the  electrodes,  it  had  to  be  studied 
and  learned.  He  did  not  think  anyone  had  a  right  to  speak 
on  that  point  until  he  was  thoroughly  master  of  his  batteries 
and  able  to  see  whether  the  electro-motive  force  was  abso- 
lutely what  it  was  asserted  to  be.  He  had  noticed  that  the 
electric  resistance  of  tumours  varied  very. greatly,  and  he  got 
as  much  current  in  one  from  forty  cells  as  in  another  from 
eighty.  He  said  that  the  density  of  a  current  was  a  factor  of 
importance  to  consider,  for  if  the  current  were  spread  out  it 
would  not  cause  the  same  effects. 

Dr.PuRCELL  said  the  operation  suggested  in  No.  3  of 
Mr.  Jessett's  conclusions  was  certainly  a  new  departure.  The 
rationale  of  the  operation  was  that  the  inner  surface  of  the 
uterus  was  capable  of  being  snipped  away  with  scissors,  and 
so  removing  the  disease,  leaving  the  peritoneal  surface  of  the 
uterus  intact.  He  had  been  surprised  at  the  amount  of 
healthy  as  well  as  diseased  structure  that  could  be  removed 
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in  this  way,  and  there  was  no  bleeding  to  speak  of.  If  it 
could  be  shown  that  recurrence  did  not  take  place,  then  he 
thought  it  would  prove  an  improvement  on  the  removal  of 
the  entire  uterus  for  disease  of  only  a  portion.  He  had 
himself  performed  eight  total  vaginal  extirpations  of  the 
uterus  with  three  deaths  due  to  shock.  He  found  that  if 
the  vaginal  mucous  membrane  in  the  neighbourhood  of  the 
OS  uteri  was  at  all  infected  by  cancerous  disease,  it  was  not 
advisable  to  perform  vaginal  hysterectomy;  proliferating 
cells  find  themselves  in  the  cellular  structures  beneath,  and 
such  being  the  case,  recurrence  is  sure  to  occur  at  no  distant 
date.  His  mortality  has  been  in  vaginal  hysterectomy  '^'jY^ 
per  cent.  When  he  reported  his  first  four  cases  he  had  no 
death.  When  they  were  discussed  Mr.  Reeves  said  the 
mortality  was  21  per  cent.  He  might  say  that  he  found 
the  cases  suitable  for  the  operation  few  and  far  between,  and 
having  examined  many  at  the  Cancer  Hospital  with  the  view 
of  operating,  had  found  the  cases  too  far  advanced  to  recom- 
mend the  operation.  He  was  puzzled  to  know  where  the 
German  surgeons  found  all  their  cases ;  indeed,  those  on 
whom  he  had  operated  he  must  confess  were  not  what  he 
would  select  as  the  most  favourable.  His  first  case  lived 
eleven  months  and  died  from  recurrence ;  his  second  is  still 
alive  four  years  and  four  months  after  operation,  no  recurr- 
ence ;  third  and  fourth  cases  lived  six  and  seven  months 
respectively  and  had  recurrence ;  his  sixth  case  is  still  alive 
one  year  and  three  months  after  operation ;  those  that  died 
succumbed  to  shock  about  the  third  day. 

Dr.  Rasch  said  he  had  tried  Chian  turpentine,  but  had 
given  it  up  as  useless.  Some  time  since  he  had  a  lady  under 
his  care  with  cancer  of  the  fundus  of  the  uterus.  She  had 
formerly  had  syphilis.  She  had  consulted  him  last  year  and 
he  had  found  small  lumps  on  the  fundus  of  the  uterus.  He 
tried  iodide  of  potassium,  which  did  no  good,  and  soon  after  a 
discharge  set  in.  He  took  her  into  the  hospital  and  tried  to 
remove  part  of  the  uterine  mucous  membrane,  and  did  so  on 
two  occasions,  but  no  evidence  could  be  found  of  cancer. 
VOL.  VI. — NO.  21.  5 
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Still  he  felt  sure  that  it  was  cancer  and  he  determined  to 
operate.  He  did  so  and  had  a  great  deal  of  difficulty,  because 
the  vagina  was  rather  narrow,  and  he  lost  a  good  deal  of  time 
in  endeavouring  to  stop  the  bleeding.  At  last  this  got  so 
alarming  that  he  secured  the  broad  ligaments  with  two 
clamps.  That  stopped  the  bleeding  and  he  could  cut  out 
the  uterus  without  any  difficulty.  She  made  a  splendid 
recovery.  There  was  undoubted  cancer  of  the  fundus.  He 
had  kept  her  under  observation  since  the  operation,  now 
seven  months  ago,  but  he  was  sorry  to  say  that  the  cicatrix 
showed  signs  of  induration,  and  he  had  little  doubt  as  to  what 
that  meant. 

Dr.  Rasch  said  that  the  result  of  Tait's  advice  was  to 
make  many  patients  lose  their  best  chance  of  recovery.  He 
only  devoted  three  lines  to  it  in  his  book,  while  he  devoted 
twenty  pages  to  some  affection  of  the  labia.  He  had  no  con- 
fidence in  amputation  of  the  cervix,  because  it  was  impossible 
to  know  how  far  the  disease  extended.  He  preferred  total 
extirpation. 

Dr.  Macnaughton  Jones  said  there  could  be  no  more 
interesting  question  than  the  one  as  to  the  best  operation  to 
advise  when  they  were  certain  that  a  patient  was  suffering 
from  malignant  disease  of  the  womb.  It  was  not  only  a 
question  of  how  to  prolong  life,  but  of  effecting  a  cure.  Most 
men  could  recall  cases  in  which  they  regretted  having  prac- 
ticed amputation  of  the  cervix,  the  general  result  of  which  was 
unsatisfactory.  With  reference  to  the  cases  in  which  the 
cancer  was  limited  to  the  uterus,  and  did  not  involve  the 
vaginal  mucous  membrane  there  was  a  very  important  point 
connected  with  the  pathology  of  cancer,  which  must  not  be 
lost  sight  of,  viz.,  the  question  as  to  the  Fallopian  tube  being 
involved.  In  looking  over  the  statistics  he  had  found  that  in 
the  year  1888,  183  supra- vaginal  hysterectomies  had  been 
reported  with  twenty-two  deaths  due  to  the  operation  itself, 
while  recurrence  was  noted  in  twenty-three  and  permanent 
cure  claimed  in  thirteen.  He  had  taken  these  figures  from 
"CiXQ.  Annual  of  the  U7tiversal  Medical  Sciences.     He  observed 
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that  it  was  very  unsatisfactory  that  they  heard  so  Httle  of  the 
ultimate  results  of  these  operations,  and  that  was  particularly 
the  case  with  hysterectomy.  If  he  were  called  upon  to  advise 
in  a  case  in  which  either  clinical  or  microscopic  evidence 
pointed  to  carcinoma  of  the  uterus,  he  would  unhesitatingly 
advise  hysterectomy,  and  not  supra-vaginal  amputation  ;  pre- 
mising, of  course,  that  the  men  who  performed  the  operation 
were  skilled  and  experienced  men.  He  regretted  that  the 
more  radical  operation  did  not  meet  with  greater  favour,  but 
he  trusted  that  the  time  would  come  when  the  same  general 
surgical  principle  would  obtain  with  regard  to  cancer  of  the 
uterus  that  obtained  elsewhere. 

Dr.  RuTHERFOORD  asked  the  author  whether  he  had 
met  with  any  cases  of  epithelioma.  Text  books  taught  that 
epithelioma  of  the  cervix  was  the  commonest,  but  he  believed 
that  as  a  matter  of  fact  it  was  rare  in  the  uterus.  At  any 
rate,  he  had  not  been  able  to  meet  with  one,  and  Dr.  John 
Williams  had  not  been  more  successful.  He  asked  Mr.  Jessett 
to  describe  the  signs  and  symptoms  of  what  he  described  as  the 
pre-cancerous  stage.  Considering  that  the  disease  was  rare  as 
attacking  the  Fallopian  tubes,  and  that  the  disease  was  at 
first  more  or  less  confined  to  the  uterus,  he  thought  that 
supra-vaginal  hysterectomy  was  more  hopeful  than  supra- 
vaginal amputation. 

Mr.  Jessett,  in  reply,  said  the  question  was  one  that  had 
given  him  a  great  deal  of  anxiety  for  many  years  past.  The 
diagnosis  of  the  pre-cancerous  stage  of  uterine  carcinoma  was 
the  crux  of  the  whole  question.  Was  it  an  erosion,  an 
abrasion — or  what  ?  Little  by  little  when  the  disease  existed 
it  had  a  tendency  to  extend  downwards,  backwards  and  out- 
wards. The  squamous  epithelium  was  destroyed  and  the 
columnar  epithelium  crept  down  to  the  external  os.  Whether 
that  constituted  the  pre-cancerous  stage,  he  was  not  prepared 
to  say,  but  the  question  would  have  to  be  decided  by  men 
who  had  opportunities  of  seeing  the  disease  at  an  earlier 
period   than  hospital  surgeons   could   do.     When  this   con- 
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dition  was  accompanied  by  discharge  and  pain,  then  he 
should  regard  it  as  a  pre-cancerous  stage,  in  which  case  he 
should  advise  supra- vaginal  amputation.  The  subject  was 
too  vast  to  admit  of  an  exhaustive  discussion  on  that  occa- 
sion, but  he  hoped  at  some  future  meeting  to  show  specimens 
of  different  uteri  which  would  lead  to  the  matter  being 
thoroughly  threshed  out.  He  had  seen  cases  in  which  good 
had  attended  scraping  out  the  cavity  of  the  uterus  and 
applying  chloride  of  zinc,  but  he  did  not  think  these  measures 
could  be  relied  upon  for  curative  treatment.  The  action  of 
caustic  was  uncertain  and  then  might  easily  do  more  harm 
than  good.  With  reference  to  the  use  of  the  galvano-cautery 
in  preference  to  the  scissors,  he  observed  that  one  could  never 
tell  exactly  where  the  wire  was  going  and  it  was  apt  to  slip, 
doing  a  great  deal  of  harm.  As  Marion  Sims  had  pointed 
out,  the  ureter  might  even  be  included  in  the  wire.  If  they 
pulled  the  uterus  well  down  the  supra-vaginal  operation  was 
very  easy  with  the  scissors.  He  said  he  had  given  Chian 
turpentine  a  long  and  fair  trial,  but  beyond  some  apparent 
relief  of  the  pain  he  had  never  seen  any  good  result.  As  a 
curative  treatment  it  was  utterly  valueless.  When  he  used 
the  galvano-cautery  he  passed  one  pole  into  the  cervical 
canal,  and  then  passed  the  other  needle  deeply  into  the  dis- 
eased portions  around  the  os,  maintaining  a  constant  current 
producing  a  caustic  action  all  the  way  round.  With  regard 
to  Dr.  Parsons'  remarks  in  respect  of  the  varying  resistance 
through  a  tumour,  he  recalled  a  case  of  a  small  hard  growth, 
in  which  the  needles  v/ere  only  about  an  inch  apart,  and  they 
passed  a  current  from  a  battery  of  lOO  cells.  They  had  one 
of  the  best  electricians  in  London  to  manage  the  battery.  At 
first  they  got  600  milliamperes,  which  lasted,  however,  only 
half-a-minute  ;  it  then  fell  to  twenty  and  it  could  not  be  made 
to  go  higher.  They  withdrew  the  needles,  but  the  same  thing 
recurred.  The  electrician  had  suggested  that  a  gas  formed  at 
the  poles  which  prevented  the  passage  of  the  current.  With 
regard  to  the  caustic  action,  he  had  a  case  in  which  there  was 
distinct  slough  between  the  poles  indicating  what  he  took  to 
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be  the  caustic  action.  So  far  as  they  were  concerned,  they  had 
abandoned  that  line  of  treatment.  He  claimed  that  he  could 
cut  out  the  whole  of  the  interior  of  the  uterus  without  wound- 
ing the  peritoneum.  He  ought  not,  perhaps,  to  have  used 
the  word  cure,  for  that  the  future  alone  could  decide.  If  the 
disease  had  extended  to  the  fundus  uterus,  then  there  was  no 
doubt  that  extirpation  should  be  performed.  The  fundus, 
however,  was  usually  free  from  disease,  which  was  generally 
localised  in  the  neighbourhood  of  the  cervical  canal  and  os. 
Their  pathologist  reported  the  cases  as  carcinoma. 

The  Society  then  adjourned. 
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Wednesday,  February  26,  1S90. 
C  H.  F.  ROUTH,  M.D.,  President,  in  the  Chair. 

Present  :  25  Fellows,  6  visitors. 

The  following  was  elected  a  Fellow  of  the  Society : — Dr. 
B.  C.  Go  wan. 

Mr.  DuNNETT  Spanton  showed  some  microscopical 
sections  made  from  a  specimen  of  epithelioma,  obtained 
from  the  cervix  uteri,  the  history  of  which,  he  said,  presented 
several  interesting  features.  The  patient  was  a  married 
woman  aged  thirty-three,  the  mother  of  three  children.  She 
had  first  consulted  him  in  June  last,  on  account  of  profuse 
purulent  leucorrhoea,  associated  with  an  ulcer  of  the  cervix 
uteri.  As  there  was  a  history  of  syphilis,  contracted  from  the 
husband,  she  was  put  on  anti-syphilitic  treatment,  and  the  ulcer 
was  touched  with  nitric  acid.  In  the  course  of  a  few  weeks 
the  ulcer  healed  up,  and  nothing  more  was  seen  of  the  patient. 
Two  months  ago,  however,  she  turned  up  again  with  an  ulcer 
on  the  same  spot,  on  the  anterior  lip  of  the  uterus,  about  the 
size  of  a  sixpenny  piece,  with  hard  and  everted  edges,  and 
with  a  decidedly  malignant  look  about  it.  So  much  was  this 
the  case  that  he  decided  to  excise  it.  Microscopical  examina- 
tion afforded  clear  evidence  of  carcinomatous  disease,  and 
that  was  why  he  had  brought  the  specimen  forward.  The 
interest  of  the  case  lay  in  the  fact  that  a  malignant  growth  had 
formed  in  the  site  of  a  specific  ulcer,  which  had  yielded  to 
treatment.  He  mentioned  a  similar  case  which  he  had  seen 
some  time  since,  in  which  malignant  growth  had  developed 
on  the  site  of  specific  lesion  six  months  after  it  had  been 
made  to  heal  by  anti-syphilitic  treatment.  He  suggested 
that  the  moral  to  be  drawn  from  these  cases  was  that  where 
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the  appearances  were  such  as  to  give  rise  to  a  doubt,  they 
should  put  caustics  on  one  side  and  proceed  at  once  to  remove 
the  cervix.  There  was  no  family  history  of  cancer  in  this 
case.  In  reply  to  Mr.  Reeves,  he  said  that  his  diagnosis  of 
malignancy  rested  partly  upon  the  microscopical  appearances. 

Mr.  Reeves  observed  that  microscopical  appearances  alone 
were  not  to  be  relied  upon  in  such  cases,  as  they  might,  and 
often  had,  proved  fallacious.  He  said  that  similar  "  nests  " 
might  be  found  in  many  parts  of  the  body,  and  were  not 
absolutely  diagnostic  of  epithelioma. 

Dr.  iNGLis  Parsons  said  that  many  cases  were  on  record 
in  which  cancer  had  formed  on  the  site  of  specific  lesions. 

Dr.  Barnes  asked  whether  there  were  any  other  indica- 
tions of  syphilis  beyond  the  ulcer. 

Dr.  Bedford  Fenwick  mentioned  the  case  which 
occurred  eighteen  months  ago  of  a  woman  with  syphilis 
who  had  erosion  of  the  cervix,  which  certainly  looked  very 
much  like  epithelioma.  There  being  a  history  of  syphilis,  he 
decided  to  try  iodide  of  potassium,  but  by  some  mistake  only 
an  aperient  iron  mixture  was  given.  Nevertheless  the  erosion 
disappeared  in  the  course  of  a  fortnight.  Within  three 
months,  however,  that  woman  turned  up  with  distinctly 
malignant  growth,  which  had  by  that  time  invaded  the 
vagina.  He  did  not  think  that  the  healing-over  of  the  sore 
was  any  proof  of  its  specific  nature. 

Dr.  Heywood  Smith  asked  what  evidence  there  was 
that  the  growth  was  not  malignant  from  the  beginning,  also 
what  evidence  there  was  as  to  the  origin  of  the  malignant 
growth  being  the  site  of  the  alleged  specific  ulcer. 

Dr.  Spanton,  in  reply,  said  that  the  woman  was  quite 
well  at  present.  She  had  an  unmistakeable  specific  sore 
throat  when  he  first  saw  her,  and  he  thought  that  the  very 
fact  of  the  ulcer  healing  over  in  that  way  was  sufficient 
evidence  of  its  not  being  malignant.  He  had  only  operated 
a  fortnight  ago,  so  that  he  could  say  nothing  as  to  the  future. 

Mr.  Reeves  showed  a  tumour  which  he  had  removed 


72  The  British  Gyncecological  Society. 

from  a  patient,  the  wife  of  a  medical  man.  This  tumour  had 
been  taken  in  the  first  instance  to  be  ovarian.  The  uterus 
was  of  normal  size,  as  shown  by  the  sound.  At  the  time  of 
the  operation,  when  he  came  down  on  the  tumour — the 
presenting  portion  evidently  containing  fluid — he  introduced 
a  trocar,  when  Dr.  Fenwick's  diagnosis  of  fibroid  tumour 
was  justified  by  the  escape  of  altered  blood.  It  proved  to  be 
a  fibrous  tumour  undergoing  cystic  degeneration.  It  was 
attached  to  the  fundus  uteri  by  a  respectable  pedicle.  The 
patient  recovered  without  any  trouble.  It  so  happened  that 
a  week  before  operating  in  this  case  he  had  had  to  do  with 
another,  in  which  he  had  been  led  to  make  a  diagnosis 
equally  erroneous,  but  the  other  way  about,  in  consequence 
of  the  indications  afforded  by  the  sound.  It  was  the  sound 
that  had  deceived  him  in  both  cases.  In  the  fibroid  case  it 
had  shown  the  uterus  to  be  of  normal  size,  and  apparently 
unconnected  with  the  uterus,  while  in  the  ovarian  tumour 
the  uterus  appeared  to  be  enlarged.  He  concluded  that  the 
evidence  afforded  by  the  sound  alone  was  often  useless  when 
not  positively  misleading.  The  specimen  from  the  second  case 
was  a  large  solid  ovarian  tumour  with  some  cysts,  with  a 
history  of  amenorrhcea  for  the  preceding  six  months.  There 
was  a  large  tumour,  which  had  been  thought,  on  one  occasion, 
to  be  enlarged  spleen,  and  another  had  suggested  that  it  was 
a  bi-cornual  uterus  with  a  dead  foetus.  As  she  had  not  men- 
struated for  six  months,  it  was  thought  prudent  to  allow  the 
nine  months  to  elapse  before  taking  any  further  steps.  At 
the  expiration  of  that  period  the  sound  was  passed  into  the 
uterus,  and  entered  six  inches,  and  so  they  concluded  that 
it  was  a  fibroid.  They  operated  and  found  that  it  was 
ovarian.  These  two  cases  spoke  strongly  against  trusting  to 
the  use  of  the  sound  for  diagnostic  purposes. 

The  third  case  was  from  the  London  Hospital.  The  patient 
was  twenty-eight  years  of  age,  and  had  a  tumour,  which 
extended  two  and  a-half  inches  above  the  umbilicus.  In  that 
case,  after  tying  the  broad  ligament,  he  tied  each  uterine 
artery  separately,  and  treated  the  stump  after  the  intra-peri- 
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toneal  method.  This  case  was  one  of  a  small  series  that  had 
perfectly  recovered.  He  took  the  precaution  to  destroy  the 
cervical  canal  by  means  of  Paquelin's  cautery,  and  he  left  in 
a  drainage  tube  for  a  day  or  two.  He  particularly  commended 
the  practice  which  he  suggested,  of  tying  the  uterine  arteries 
separately,  which  had  for  effect  to  prevent  any  haemorrhage. 
He  thought  that  they  would  soon  be  able  to  show  that  the 
removal  of  the  uterus  in  properly  chosen  cases  would  have  as 
little  mortality  as  ovariotomy  with  the  intra-perltoneal  treat- 
ment of  the  pedicle. 

Dr.  Bantock  observed  that  the  specimen  was  very  charac- 
teristic of  a  fibroid  tumour  undergoing  cystiform  degeneration. 
It  was  not  a  true  fibro-cyst  of  the  uterus,  but  a  solid  tumour 
undergoing  degeneration.  The  cavity  was  rough  and  con- 
tained no  semblance  of  a  secreting  membrane.  The  views 
expressed  by  Mr.  Reeves  with  respect  to  the  uterine  sound 
were  very  much  at  variance  with  those  which  he  himself 
held  and  which  seemed  to  have  become  confirmed  in  his 
system.  He  was  not  surprised  that  Mr.  Reeves  had  been 
misled  by  the  sound,  for  he  seemed  to  have  looked  to  that 
instrument  to  furnish  information,  which  it  was  never  intended 
to  give.  If  when  he  found  that  the  uterine  cavity  measured 
two  and  a-half  inches,  he  concluded  that  the  tumour  could  not 
be  a  fibroid,  it  was  not  surprising  that  he  occasionally  found  he 
had  made  an  erroneous  diagnosis.  He  observed  that  the 
uterine  sound  was,  perhaps,  the  most  abused  instrument  of  all 
those  used  in  gynaecological  practice,  and  yet  it  was,  in  his 
opinion,  one  of  the  most  useful.  He  pointed  out  that  the  size 
of  the  uterus  bore  no  sort  of  relation  to  the  nature  of  the 
tumour,  but  only  showed  the  extent  to  which  the  cavity 
was  affected.  A  fibroid  springing  from  the  fundus  with  a 
pedicle  would  not  necessarily  affect  the  size  of  the  cavity,  nor 
did  he  see  how  it  could.  Haemorrhage  was  another  source  of 
error,  for  its  absence  in  no  wise  authorised  the  inference  that 
the  case  could  not  be  one  of  uterine  fibroid.  In  other  words, 
there  was  no  necessary  relation  between  fibroid  tumour  and 
menorrhagia.     Each  case  required  to  be  looked  at  from  all 


74  The  British  Gyncecological  Society. 

points,  and  too  much  importance  must  not  be  attached  to  any 
one  sign. 

Dr.  Fen  WICK  said  that  as  he  had  seen  the  last  case  men- 
tioned by  Mr.  Reeves,  he  must  say  that  he  felt  inclined 
to  agree  with  him  that  the  information  which  the  sound  gene- 
rally gave  of  the  presence  of  a  fibroid  tumour  was  utterly 
wanting.  If  on  introducing  the  sound  into  the  uterus  one 
found  that  the  uterus  could  be  freely  moved,  and  if  the  tumour 
could  be  clearly  differentiated  from  the  uterus,  then  of  course, 
anyone  would  infer  that  the  uterus  was  not  connected  with  the 
tumour.  That  was  exactly  what  took  place  in  that  case.  The 
fact  that  the  case  had  been  under  the  care  of  skilled  physi- 
cians, who  had  pronounced  it  to  be  fibroid,  naturally  made 
him  all  the  more  careful  in  his  observations.  He  therefore 
made  up  his  mind  that  if  it  were  a  fibroid  at  all  it  must  be  a 
rapidly  growing  one  with  cysts.  The  pedicle  was  nearly  as 
long  as  the  finger  and  about  that  thickness. 

Dr.  Macnaughton  Jones  said  the  remarks  that  he  had 
heard  and  read  from  time  to  time  on  the  alleged  danger 
attending  the  use  of  the  uterine  sound  had  very  much  sur- 
prised him.  He  agreed  in  the  main  with  the  remarks  of  Dr. 
Bantock.  He  could,  however,  quite  understand  the  difficulty 
which  would  arise  from  the  lack  of  any  association  of  move- 
ment between  the  uterus  and  the  tumour,  but  no  obstetrician 
would  rely  upon  the  sole  evidence  of  the  uterine  sound  with- 
out having  recourse  to  collateral  signs  and  symptoms  to  clear 
up  the  question  as  to  the  nature  of  the  tumour.  The  sound 
might  be  described  as  the  third  obstetrical  finger,  for  it  was 
not  only  the  sound  in  the  uterus,  but  it  was  the  sound  with 
the  finger  in  the  rectum,  the  sound  in  the  bladder  and  so  on. 
With  proper  gentleness  and  prudence  he  looked  upon  the 
sound  as  a  highly  useful  instrument,  and  the  results  which 
had  been  attributed  to  the  use  of  the  sound  were  in  reality  due 
to  its  abuse. 

Dr.  Heywood  Smith  asked  for  more  information  as  to 
the  treatment  adopted  by  Mr.  Reeves  in  respect  of  the  cervical 
stump.     Did  he  sew  the  peritoneum  over  it  ?    Did  he  take  no 
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other  precaution  against  haemorrhage  than  the  h'gature  of  the 
uterine  arteries  ? 

Dr.  Inglis  Parsons  said  that  he  had  very  recently  had 
occasion  to  call  attention  to  another  kind  of  fibro-cystic 
tumour  before  that  Society.  The  case  he  had  then  described 
was  very  different  from  this  one,  but  clinically  they  would 
probably  be  ranged  in  the  same  categories.  A  case  like  that 
treated  by  Mr.  Reeves  would,  perhaps,  not  have  continued  to 
grow  if  left  alone,  and  that  was  why  they  had  not  operated 
upon  it  at  Chelsea.  He  had  tried  electrolysis  in  the  treatment 
of  this  variety  of  tumour,  but  with  much  success,  though  when 
the  tumour  was  undergoing  degeneration  they  would  natur- 
ally expect  to  get  good  results. 

Dr.  Bantock  observed  that  it  was  all  very  well  to  expect 
good  results,  but  did  they  get  them  ? 

Dr.  Parsons  said  that  he  could  not  at  present  reply  to 
that  question,  but  he  hoped  to  do  so  at  some  future  time. 

Dr.  Bantock,  with  reference  to  Mr.  Reeves'  suggestion 
to  cut  down  and  tie  the  uterine  arteries  as  permitting  of 
their  treating  the  stump  by  the  intra-peritoneal  method,  said 
that  the  very  first  case  in  which  he  removed  a  fibroid  tumour 
from  the  uterus  he  had  secured  both  arteries,  and  then  put 
another  ligature  around  the  body  of  the  uterus,  dividing  the 
uterus  into  a  sort  of  double  flap.  He  stitched  these  two 
flaps  together,  and  in  spite  of  that  there  was  oozing  from  the 
stump  enough  to  cause  the  patient's  death,  though  the  amount 
did  not  exceed  an  ounce.  Consequently  since  that  time  he 
had  never  entrusted  any,  except  the  smallest  pedicle,  to  the 
intra-peritoneal  method.  That  case  had  led  him  to  rely 
exclusively  upon  the  extra-peritoneal  method.  He  had 
enucleated  the  uterine  body,  securing  the  ovarian  and  uterine 
arteries  separately,  and  then  putting  a  serre-nxiid  round  the 
uterine  tissue,  and  it  was  extraordinary  how  much  bleeding 
one  got.  The  uterine  arteries  were  not  the  only  vessels  sup- 
plying the  body  of  the  uterus,  for  there  were  twigs  supplying 
the  cervix,  which  furnished  quite  enough  blood  to  carry  off 
the  patient,  unless  proper  precautions  had  been  taken.     He 
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thought  that,  in  spite  of  all  that  had  been  said  to  push 
forward  the  intra-peritoneal  method,  the  extra-peritoneal 
method  would  ultimately  be  found  most  saving  of  life. 
With  regard  to  the  mortality  after  the  removal  of  fibroid 
tumours,  it  was  very  unfair  to  hysterectomy,  by  whatever 
method,  to  contrast  it  with  ovariotomy.  If  they  got  their 
hysterectomies  as  simple  as  the  ordinary  run  of  ovariotomies, 
then  the  mortality  might  be  expected  to  be  about  the  same, 
but  as  a  matter  of  fact  no  such  comparison  was  possible  or 
ought  to  be  attempted. 

Mr.  Reeves,  in  reply,  said  that  Dr.  Bantock  might  take  it 
for  granted  that  he  would  not  rely  solely  upon  the  evidence 
afforded  by  the  sound  in  arriving  at  a  differential  diagnosis. 
Personally,  he  had  a  strong  bias  against  the  sound,  but  he 
always  endeavoured  to  divest  himself  of  any  such  prejudice 
when  he  thought  that  any  good  was  to  be  derived.  Therefore 
he  had  ventured  to  use  an  instrument  in  which  he  was  not  an 
adept,  and  that  being  so,  when  he  was  at  fault  he  called  in 
more  skilled  persons,  but  the  result  had  always  been  either  to 
mislead  him  or  to  afford  information  which  was  amply 
provided  in  other  ways.  Hence  he  maintained  that  the 
sound  was  of  little  assistance  in  diagnosis.  His  cases  of  the 
intra-peritoneal  method  were  only  few  in  number,  but  he 
maintained  that  if  the  arteries  were  properly  tied,  not  a  drop 
of  blood  would  escape.  He  did  not  attempt  to  bring  the 
peritoneum  over  the  cervix,  and  he  had  left  the  cervical  canal 
open  to  the  peritoneum.  He  doubted  whether  Dr.  Parsons 
would  succeed  in  inducing  these  solid  masses  to  contract  by 
electricity.  He  said  he  had  omitted  to  mention  that  Dr. 
Fancourt  Barnes  had  seen  the  case  before  it  came  into  his 
hands,  and  had  diagnosed  fibroid  tumour,  but  he  had  declined 
to  interfere,  on  the  ground  that  an  operation  was  neither 
necessary  or  desirable. 

Dr.  Macnaughton  Jones  said  he  wished  to  make  a  few 
remarks  in  regard  to  a  statement  that  had  been  made  at  their 
last  meeting,  that  epithelioma  of  the  uterus,  if  not  altogether 
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a  disease  the  existence  of  which  might  be  disputed,  was  at 
any  rate  extremely  rare.  He  had  heard  that  assertion  with 
surprise,  though  he  was  aware  that  a  good  deal  of  discussion 
had  arisen  as  to  the  origin  of  epithelial  disease  in  the  cervix. 
He  said  that  Dr.  Galabin,  after  a  large  number  of  researches, 
had  come  to  the  conclusion  that  ordinary  epithelial  growth, 
arising  in  the  cervix,  was  rare,  and  that  tubular  proliferations 
of  epithelium  was  one  of  the  rarest  forms  in  which  carcinoma 
attacked  the  cervix.  He  did  not  speak  as  a  pathologist,  but 
as  a  clinical  observer.  He  had  a  specimen  among  others  of 
a  case  of  high  vaginal  amputation,  and  these  specimens, 
which  were  mounted  by  his  friend.  Dr.  Abrahams,  were 
interesting,  as  showing  the  orthodox  origin  of  epithelial 
cancer  from  the  lining  membrane  with  the  tubular  prolifera- 
tions and  the  cyst.  The  two  sections  were  taken  from  the 
same  specimen.  He  read  the  report  on  the  sections  drawn 
up  by  Dr.  Abraham,  and  said  that  he  thought  not  only 
gynaecological  histologists,  but  general  histologists,  agreed 
in  regarding  the  cervix  as  a  typical  site  for  epithelial  cancer. 
He  was  surprised  to  hear  Mr.  Reeves  say  that  epithelial 
nests  were  not  to  be  taken  as  indicative  of  epithelioma,  but 
he  had  always  regarded  this  arrangement  of  the  cells  sur- 
rounded by  connective  tissue  as  typical  of  that  form  of 
cancer. 

Mr.  Reeves  observed  that  his  remark  only  had  reference 
to  the  cells  and  not  to  the  arrangement  of  the  connective 
tissue — the  significance   of  which  was  quite   another   thing. 

Dr.  Macnaughton  Jones  said  that  thus  restricted,  Mr. 
Reeves'  obser\'ation  ceased  to  have  any  importance.  Of 
course  microscopical  evidence  ought  always  to  be  backed 
up  by  that  of  clinical  observation. 

Dr.  Macnaughton  Jones  also  showed  as  a  curiosity  a 
pessary,  which  had  sojourned  in  the  vagina  of  a  lady 
forty-six  years  of  age,  from  May,  1880,  until  October,  1889 
(nine  years).  When  he  removed  it,  the  lumen  was  com- 
pletely occluded  by  a  sort  of  calcareous  matter,  and  it  had 
caused  marked  erosion  of  the  cervix,  with  patches  of  ulcera- 
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tion  of  the  vaginal  walls.  The  lady  recovered  promptly 
under  ordinary  treatment.  He  observed  that  medical  men 
were  not  always  careful  enough  in  instructing  patients  as  to 
the  necessity  of  removing  pessaries  from  time  to  time. 


Laparotomy  followed  by  Fcecal  Fistula  and  Tetanus.  By 
E.  Sinclair  Stevenson,  F.R.C.S.Eng.,  Rondebosch, 
South  Africa. 

Mrs.  R.,  set.  thirty-five,  primipara,  three  abortions.  A 
stout  pale-looking  woman,  consulted  me  in  February,  1888. 
She  had  been  sent  to  me  by  her  medical  attendant  to  see 
if  electrolysis  could  do  anything  to  ameliorate  her  condition. 

She  had  been  ill  for  fourteen  months,  suffering  from  acute 
pain  in  the  pelvic  regions,  severe  when  walking  and  increased 
during  menstruation.  The  periods  lasted  fourteen  days,  during 
which  time  the  loss  was  excessive.  She  was  very  anaemic, 
almost  blanched,  suffering  from  palpitation,  shortness  of  breath 
and  other  symptoms  of  severe  and  continuous  haemorrhage. 

Internal  Examination. — A  mass,  the  size  of  an  orange, 
intimately  connected  with  the  uterus  could  be  felt,  filling 
Douglas's  pouch,  dragging  the  fundus  backwards,  the  two 
moving  together. 

As  I  was  leaving  the  colony  I  was  unable  to  do  any- 
thing for  her.     I  saw  her  again  on  my  return. 

She  has  been  losing  much  blood,  the  haemorrhage  was 
much  more  profuse  than  before.  The  growth  was  not  much 
larger,  but  the  anaemic  symptoms  were  urgent.  She  was  ad- 
mitted into  the  hospital  to  be  treated  by  electrolysis.  It  was 
found  very  difficult  to  pass  the  intra-uterine  electrode  on 
account  of  the  acute  flexion  and  tortuous  course  of  the  cavity. 
A  positive  current  of  150  milliamperes  was  passed  for  ten 
minutes,  and  repeated  on  several  occasions,  but  the  pain  and 
distress  it  caused  was  so  great  that  the  patient  begged  me  to 
discontinue  the  treatment.  There  being  no  improvement  in 
the  haemorrhage,  I  tried  the  direct  application  of  a  trocar,  in- 
troduced directly  through  the  posterior  vaginal  roof  This 
gave  less  pain,  but  had  no  effect  on  the  haemorrhage. 
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She  was  kept  entirely  in  bed  and  the  tincture  of  hydrastis 
canadensis  in  thirty  minim  doses,  was  given  three  times  a  day. 
By  this  time  the  patient  was  very  weak,  fainting  whenever 
sitting  or  even  moving  in  bed. 

On  the  27th  I  operated,  assisted  by  Drs.  Baird  and 
Falkiner. 

Operation. — Abdominal  walls  very  fat,  uterus  retroflexed 
with  a  growth  in  its  posterior  wall.  On  the  right  side  the 
uterine  growth  and  appendages  seemed  to  be  merged  into  one 
mass,  on  the  left  the  ovary  and  the  tube  could  not  be  felt. 
With  the  greatest  difficulty  the  right  ovary  and  tube  were 
separated  from  the  surrounding  structures  and  cut  off,  great 
force  being  required  to  tear  off  adhesions.  The  uterus  and 
growth  were  lifted  out  of  the  space  where  they  had  been 
incarcerated,  and  as  much  as  possible  anteverted  ;  another  trial 
at  finding  the  left  appendages,  failed.  On  account  of  the 
large  amount  of  fat  in  the  patient's  abdominal  walls,  special 
care  was  taken  in  sewing  up  the  wound ;  flat  sponges  being 
used  to  protect  the  intestines  and  bladder,  this  latter  was  much 
enlarged,  and  although  empty  reached  up  to  the  lower  third  of 
the  incision,  and  narrowly  escaped  being  cut  into.  The  patient 
remained  in  a  collapsed  condition  for  some  hours.  Metros- 
taxis continued  for  five  days,  severe  at  first,  but  gradually 
lessening.     The  patient  suffering  from  dypsncea  and  syncope. 

On  March  3rd,  the  dressing  had  to  be  changed,  a  nasty 
thin  offensive  discharge  soiling  the  wadding,  necessitating  fre- 
quent changes. 

4th. — Discharge  faecal,  the  wound,  although  frequently  ir- 
rigated, looked  angry,  and  the  stitch  holes  inflamed. 

5  th. — All  the  stitches  had  given  way,  wound  gaping, 
moulded  fasces  escaping  at  the  lower  part  of  the  wound,  a 
coil  of  intestine  was  kept  with  difficulty  from  escaping. 

7th. — The  muscles  of  the  neck  became  stiff,  completely 
fixing  the  head  in  one  position,  the  teeth  became  clenched, 
and  the  tetanic  spasm  of  the  recti  muscles  on  each  side 
of  the  wound  came  on.  These  contractions  could  be  al- 
ways assisted  by  dressing  or   touching  the  wound,  and  also 
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were  induced  by  a  current  of  air,  or  by  excitement.  The 
muscles  could  be  seen  contracting,  and  separating  widely 
on  each  side  of  the  wound,  appearing  like  two  bolsters. 
The  spasm  extended  down  the  legs  and  up  to  the  arms. 
This  state  of  things  lasted  for  about  fifteen  days.  Food 
was  given  by  enemata,  and  by  the  mouth  through  an  open- 
ing caused  by  a  missing  upper  molar.  The  treatment  was 
very  simple,  and  frequent  irrigation  with  sanitas  and  lint, 
clearing  frequently  the  lower  bowels  with  enemata,  and  ten 
grain  doses  of  chloral  hydrate  given  every  four  hours. 

At  this  time  being  disabled  from  looking  after  the  patient, 
Dr.  Baird  kindly  took  charge  of  the  case,  and  when  I  saw  her 
again  she  was  much  better.  The  wound  was  discharging 
little,  and  granulations  were  growing  on  and  bridging  across 
the  gap.  Finally,  three  months  after  the  operation,  Mrs.  R. 
left  for  home  in  every  respect  a  strong  and  healthy  woman. 

July  8th. — Mrs.  R.  has  reported  herself  to  me  on  several 
occasions.  She  states  that  she  feels  well  and  strong,  has  no 
pain  and  menstruates  regularly  every  four  weeks,  that  it  lasts 
four  days,  and  that  she  is  able  to  attend  to  her  business  and 
household  work.  She  has  lost  her  anaemic  looks,  and  has 
a  good  colour.  Per  vaginam  the  growth  was  found  high  up 
and  has  not  fallen  back. 

Remarks. — There  are  several  points  which  are  of  interest 
in  this  case. 

1st.  The  cause  of  haemorrhage  and  pain.  There  is  no 
doubt  that  the  pain  was  due  to  the  myoma,  and  the  excessive 
pain  to  the  impaction  of  the  growth  and  to  the  diseased  state 
of  the  ovary  and  tube,  which  were  all  glued  together  and 
jammed  down  into  the  pelvis.  Not  knowing  the  state  of  the 
annexa  previous  to  the  exploration,  I  intended  removing  the 
appendages  in  view  of  checking  the  growth  and  lessening 
the  haemorrhage  ;  then  to  lift  up  the  uterus  and  relieve  the 
pressure,  and  if  necessary  to  fix  the  uterus  to  the  anterior  ab- 
dominal walls.  I  found  that  the  strain  would  be  too  great  to 
do  so  with  advantage  and  safety,  so  limited  myself  in  lifting 
up  the  growth  and  liberating  it  from  pressure.     This  seems  to 
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have  answered  the  purpose,  for  at  the  last  examination  which 
I  made  the  growth  had  not  fallen  back  in  the  cul-de-sac^  nor 
will  it  ever,  for  if  it  enlarge  it  cannot  fall  for  want  of  room 
and  now  that  the  diseased  and  painful  parts  are  removed,  the 
growth  can  always  be  kept  up  by  a  well-chosen  support. 

A  fair  trial  was  not  given  to  the  treatment  by  electrolysis. 
I  have  given  the  reason  why  I  desisted.  Besides,  although 
intra-mural  myomata  are  the  kind  of  tumours  which  are  likely 
to  be  cured  by  the  Apostoli's  method,  the  condition  of  the 
appendages,  and  the  incarceration  of  the  growth  were  compli- 
cations which  to  my  mind  would  have  ensued. 

Now  we  come  to  the  next  point  of  interest :  The  faecal 
fistula  in  the  wound.  How  did  it  originate  ?  There  are  many 
cases  of  fistula  on  record.  Formerly  they  were  more  frequent, 
especially  when  clamps  were  used.  In  my  case  I  think  that 
all  the  trouble  was  caused  by  a  pin  hole  perforation  of  the 
bowel  made  by  the  suturing  needle,  although  special  care  was 
taken  in  protecting  the  intestines  by  using  flat  sponges ;  the 
depth  of  the  wound  made  it  unusually  difficult  to  approximate 
the  edges. 

Had  the  tear  been  caused  by  the  force  used  in  freeing  ad- 
hesions, the  intestinal  contents  would  have  in  all  probability 
escaped  into  the  peritoneal  cavity,  whilst  in  that  case  the  faeces 
escaped  into  the  wound,  and  that  a  few  days  after  the  opera- 
tion again  the  puncture  gradually  increased  into  a  large  per- 
foration, as  seen  by  the  large  quantity  of  moulded  fseces  which 
escaped.  It  is  more  than  probable  that,  besides  the  pin  probe 
perforation,  the  bowel  was  sewn  to  the  abdominal  wound,  and 
that  the  silk  loop  tore  through  it,  causing  the  perforation, 
when  fortunately  the  gut  had  already  become  adherent. 

Lastly,  we  come  to  the  tetanic  convulsions.  Whether 
these  were  due  to  some  special  conditions  caused  and  kept 
up  by  the  unhealthy  discharge,  I  do  not  profess  to  know. 
Very  little  is  said  of  such  complications  in  the  text-books  on 
abdominal  surgery.  Sir  Spencer  Wells  says  that  in  his  prac- 
tice four  cases  occurred  in  1,139,  a  little  more  than  one  in  270. 
In  four  hundred  cases  collected  by  Dr.  Lyman  one  case  oc- 
VOL.  VI. — NO.  21.  6 
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curred.  Oldshausen  has  twenty  cases  after  ovariotomy  with 
one  recovery  only.  The  conclusion  arrived  at  is,  that  there  is 
no  pathological  condition  connected  with  the  operation  which 
causes  the  disease,  further  than  giving  the  sanme  predisposition 
which  would  come  from  a  common  wound. 

On  account  of  the  tetanic  convulsions  the  healing  of  the 
wound  could  not  be  expected.  Intending  to  perform  a  plastic 
operation  later  on  I  was  met  by  nature  more  than  half  way, 
and  with  such  results  far  surpassing  my  expectations. 

Dr.  Bantock  said  he  was  not  satisfied  that  the  author's 
explanation  of  the  cause  of  the  faecal  fistula  was  correct 
He  thought  the  author  was  mistaken  in  attributing  the 
fistula  to  puncture  of  the  large  intestines  in  passing  the 
sutures  through  the  abdominal  walls,  for  if  he  had  touched 
intestine  at  all,  it  would  have  been  the  small,  and  not  the 
large  intestine,  which  never  came  into  evidence  at  that  point. 
It  was  much  more  probably  inflicted  during  the  process  of 
healing.  He  was  fortified  in  that  opinion  by  some  ex- 
perience of  his  own  in  a  case  from  which  he  had  removed 
a  hydro-salpinx  from  the  left  side,  in  which  he  had  left  in  a 
drainage  tube.  Everything  went  well  for  three  days,  and 
he  removed  the  tube.  Three  or  four  days  later  the  patient 
had  a  rise  of  temperature,  and  the  tube-hole  reopened,  and  in 
the  course  of  a  day  or  two  it  became  quite  evident  that 
the  discharge  was  of  a  faecal  character.  In  fact,  solid  faeces 
passed.  Ultimately  the  faecal  fistula  closed,  and  the  patient 
got  well.  He  pointed  out  that  if  the  connection  had  been 
with  the  small  intestine,  in  that  case  there  would  have  been 
no  real  faecal  matter,  since  the  contents  of  the  small  intestines 
were  not,  properly  speaking,  faecal.  The  question  of  the 
tetanus  was  very  interesting.  It  was  much  rarer  as  a  com- 
plication now  than  formerly,  and  he  had  only  seen  one  case 
in  the  course  of  eight  or  nine  hundred  abdominal  sections. 
In  that  case  the  patient  had  been  doing  very  well,  and  had 
been  put  in  the  convalescent  ward.  There  she  complained 
of  being  in  a  draught,  which  caused  stiffness  of  one  side  of  the 
jaw,  culminating  in  tetanus.  He  was  away  at  the  time,  and 
only  arrived  in  time  to  see  her  die. 
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Dr.  Fancourt  Barnes  said  he  had  had  only  one  case  of 
faecal  fistula,  and  the  difficulty  was  to  make  out  the  cause  for 
it.  He  had  been  utterly  unable  to  elucidate  this  question.  It 
was  after  the  removal  of  a  pedunculated  fibroid — an  operation 
which  presented  no  sort  of  difficulty,  and  he  was  certain  that 
neither  his  hands  nor  his  instruments  had  been  anywhere 
near  the  intestines.  She  did  very  well  for  a  fortnight,  and 
had  apparently  recovered,  when  suddenly  she  became  feverish, 
and  faecal  matter  began  to  ooze  out  of  the  wound,  which  had 
closed  over.  She  died,  and  post-morte^n^  no  cause  could  be 
found  by  the  pathologists  to  account  for  the  fistula  which 
was  in  the  rectum.  He  had  brought  the  case  before  the 
Society,  and  had  asked  for  an  explanation,  but  he  thought 
that  they  must  seek  some  other  cause  than  that  of  injury  to 
the  gut. 

Dr.  Inglis  Parsons  said  that  it  was  quite  possible  that 
adhesions  might  have  formed  between  the  intestines  and  the 
parieties  in  Dr.  Stevenson's  case. 

Dr.  Bantock  insisted  upon  the  fact  that  it  would  be 
very  difficult,  if  not  impossible,  to  wound  the  large  intestines 
from  that  position,  and  added  that  the  contents  of  the  small 
intestines  was  quite  different  from  that  of  the  large  intestines. 


Observations  on  Pelvic  Abscess.  By  RICHARD  T.  Smith, 
M.D.Lond.,  M.R.C.P.Lond.,  Physician  to  the  Hospital 
for  Women,  Soho,  London. 

To  every  worker  who  takes  a  genuine  interest  in  the 
medical  art,  it  must  be  a  great  pleasure  to  recognise  the 
great  advances  that  are  being  made  in  the  treatment  of 
abscesses  in  deep-seated  regions,  or  in  the  cavities  of  the 
body  ;  and  in  the  restoration  to  health  thereby  of  patients 
who  hitherto  have  been  condemned  to  protracted,  and  often 
fatal,  illness.  Nothing  gives  me  greater  satisfaction  than  to 
witness  the  conquests  made  in  other  departments  of  medicine 
and  surgery  by  those  who  used  to  sit  by  my  side  in  the  lecture 
room  and  wards  of  the  hospital,  as,  to  wit,  in  the  treatment 
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of  empyema ;  in  the  brilliant  diagnosis  of  abscess  of  the  brain 
and  its  location,  enabling  the  surgeon  to  trephine  and  cure  ; 
and  in  the  treatment  of  abscess  of  the  kidney. 

In  this  advancement  we  equally  share ;  nay,  I  am  not  sure 
I  say  anything  extravagant  when  I  affirm  that  the  success 
which  has  followed  the  treatment  of  inflammatory  pelvic 
disease  (to  speak  in  broad  terms),  by  abdominal  section  and 
drainage,  prompted  our  confreres  to  more  vigorous  surgical 
action  in  their  departments.  This  need  not  stir  the  envy  of 
our  medical  brethren,  for,  as  I  am  about  to  show,  the  wise  use 
of  this  newly-gained  therapeutic  measure  will  be  attained  only 
by  careful  clinical  observation.  Just  as  in  abscess  of  the 
brain,  the  skill  that  is  needed  to  localise  the  seat  of  mischief 
must  be  joined  with  the  practical  aptitude  of  the  surgeon,  so 
in  pelvic  diseases  we  needed  careful  clinical  observation  com- 
bined with  dexterity  of  operative  interference.  In  short,  the 
two  faculties  re-act  on  each  other,  and  we  need  not  waste  any 
time  in  attempting  to  adjudicate  the  relative  ability  of  one 
or  the  other. 

It  would  be  a  most  valuable  piece  of  work  if  any  Fellow 
of  this  Society  would  take  the  trouble  to  collect  together  and 
arrange  in  systematic  order  the  contributions  made  to  this 
subject  during  the  last  few  years  by  the  cases  that  have  been 
recorded,  and  the  specimens  that  have  been  exhibited  ;  and  it 
seemed  to  me  that  as  a  preliminary  to  the  discussion  on  Pelvic 
Abscess,  it  would  be  useful  if  I  briefly  suggested  some  points 
for  definite  consideration. 

On  perusing  the  titles  of  the  cases  in  Mr.  Robson's  paper, 
I  find  they  include  a  wide  range,  for  instance,  from  pelvic 
cellulitis  to  pelvic  abscess  combined  with  tubercular  perito- 
nitis, and  this  is  an  exact  illustration  of  the  position  of  this 
question  when  approached  from  the  diagnostic  point  of  view. 
When  upon  making  an  examination  we  find  a  pelvic  lump, 
we  naturally  try  to  elicit  from  the  patient  whether  she  has 
had  an  attack  of  "  inflammation  of  the  bowels,"  or  of  "  internal 
inflammation."  These  being  the  ordinary  names  given,  I 
think,  by  almost  all  practitioners  to  that  congeries  of  symp- 
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toms  by  which  these  pelvic  inflammations,  whatever  their 
origin,  are  characterised. 

This  is  our  starting  point.  The  second  one  is  to  deter- 
mine, if  possible,  into  which  of  the  two  kinds  of  pelvic 
inflammation  the  case  falls  ;  whether  it  is  in  the  cellular  tissue 
lying  between  the  layers  of  the  broad  ligaments  and  other 
supports  of  the  pelvic  viscera  ;  or  whether  the  serous  surfaces 
are  inflamed  with  the  probability  of  the  agglutination  of 
intestine  to  intestine,  or  of  the  various  pelvic  viscera  to 
intestine  or  to  each  other.  Now  these  two  varieties  are  as 
real  and  definite  as  pleurisy  and  pneumonia ;  diff'erent  in 
nature,  different  in  issue ;  that  they  may  co-exist  we  know 
very  well,  even  as  there  is  pleuro-pneumonia,  but  after  the 
brunt  of  the  inflammatory  attack  is  over,  and  in  some  cases, 
as  for  example,  in  abscess  of  the  ovary  before  that  time,  the 
method  of  treatment  that  is  needed  will  be  quite  different. 
Now  it  is  in  the  elucidation  of  the  second  variety  of  pelvic 
inflammation  (not  in  its  discovery,  for  that  we  owe  in  great 
measure  to  Bernutz  and  Goupil),  that  so  much  progress  has 
been  made  of  late  years,  and  for  that  advance  by  no  means 
the  least  amount  of  credit  is  due  to  the  Fellows  of  this 
Society.  The  part  played  by  diseases  of  the  tubes  and 
ovaries  in  the  causation  of  this  inflammation,  and  also  in 
actually  constituting  it  in  some  cases  has  received  constant 
attention  and  illustration,  to  the  great  advantage  of  the 
subjects  of  these  diseases.  As  far  as  I  know,  no  case  has 
been  recorded  of  peri-uterine  adenitis,  or  abscess  in  the 
lymphatics  and  glands  of  the  pelvis,  which  lie  behind  and  to 
the  sides  of  the  cervix,  as  described  by  Courty,  and  which 
he  attributes  to  ulcerative  endometritis,  and  considers  to  be 
of  such  serious  moment  in  puerperal  cases.  This  condition 
probably  bears  a  close  relationship  to  the  condition  of 
purulent  phlebitis  found  in  the  puerperal  state,  and  explains 
the  rapid  and  hitherto  unremediable  fatality  of  some  of  these 
cases.  Some  observations  on  this  subject  would  be  most 
valuable. 

Excluding  this  last  variety,  we  may  say  in  general  that 


86  The  British  Gyncsco logical  Society. 

"  pelvic  abscess  "  is  one  termination  of  circum-uterine  inflam- 
mation, which  varies  both  in  its  causes  and  in  the  forms  it 
assumes ;  when  due  to  pelvic  cellulitis  or  parametritis  it 
constitutes  a  true  phlegmon ;  when  due  to  pelvic  peritonitis 
it  takes  the  character  of  an  encysted  effusion,  in  the  midst  of 
which  may  be  intestine  or  a  Fallopian  tube  or  an  ovary,  or  all 
three  combined. 

The  cause  of  the  former  is  most  commonly  through  the 
medium  of  the  uterus,  as  by  the  process  of  labour  with  its 
possibility  of  causing  contusion  and  bruising,  and  with  the 
liability  to  absorption  of  septic  matters  through  its  sponge- 
like tissues ;  so  also  after  operation  on  the  uterus,  or  from  a 
chill  caught  during  menstruation. 

On  the  other  hand  pelvic  peritonitis  results  more  fre- 
quently from  affections  of  the  Fallopian  tube  and  ovaries, 
the  symptoms  are  more  than  those  of  peritonitis,  and  I  have 
a  strong  suspicion  in  my  own  mind  that  the  fatal  cases 
of  "  inflammation  of  the  bowels,"  which  not  infrequently 
occur  in  young  girls,  are  due  to  a  precedent  disease  in  the 
tubes,  and  that  an  examination  of  the  pelvic  viscera  should 
be  made. 

In  both  cases  the  abscess  constitutes  a  swelling,  from  the 
character  of  which  some  suggestions,  if  not  actual  inferences, 
may  be  derived,  (i)  Size.  The  degree  of  this  is  not  of 
much  value,  in  both  cases  the  swelling  may  attain  very 
large  dimensions.  Our  journals  are  very  instructive  in  this 
particular  and  also  in  showing  that  tubes  distended  with  pus 
or  serous  fluid  may  attain  considerable  proportions.  Dr. 
Bantock,  Dr.  Aveling  and  Mr.  Tait  have  shown  several. 
Dr.  Aveling  showed  one  most  remarkable  case  in  which  a 
pyo-salpinx  reached  the  umbilicus,  and  in  which  there  were 
no  premonitory  symptoms  of  inflammation  whatever. 

(2)  Character. — Pelvic  cellulitis  may,  as  a  rule,  be  said  to 
be  diffuse,  it  has  no  definite  boundary,  may  feel  as  though  it 
was  a  part  of  the  pelvic  wall ;  it  has  also,  as  a  rule,  its  pre- 
liminary wooden  or  ebony-like  hardness.  The  tumour  of 
pelvic  peritonitis  may  be  very  hard,  but  it  has   a  border, 
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which  gives  it  a  round  or  oval  form,  and  frequently  a  groove 
may  be  differentiated  between  the  swelling  and  the  uterus. 

(3)  Site  in  Pelvis, — In  general  the  abscess  due  to  pelvic 
cellulitis  being  bounded  below  by  the  pelvic  fascia,  occupies 
a  lower  place  in  the  pelvis.  The  lower  margin  of  a  pelvic 
peritoneal  swelling  may  be  at  the  vaginal  vault,  but  it  may, 
in  some  instances,  occupy  Douglas's  pouch. 

(4)  Effect  on  Uterus.  —  Speaking  broadly,  the  uterus 
retains  its  central  position  in  cellulitis,  but  is  moved  laterally 
or  forward  or  backward  in  the  other  form  of  inflammation. 

The  mode  of  termination  also  presents  a  fairly  well 
defined  difference.  The  abscess  of  pelvic  cellulitis  tends  to 
follow  the  lines  of  the  uterine  supports  along  the  interstices 
of  the  intra-ligamentous  connective  tissue,  and  accordingly 
points  to  the  abdominal  wall,  if  of  any  size,  or  to  the  groin  ; 
and  is,  moreover,  more  active  in  its  tendency  to  make  a  way 
to  the  exterior  of  the  body ;  the  encysted  purulent  effusion 
will  often  be  tolerated  a  long  time  (in  one  case  I  had,  as  far 
as  we  could  ascertain,  the  swelling  had  existed  four  or  five 
years),  and  when  it  bursts,  the  route  it  takes  is  frequently 
through  the  rectum  or  bladder.  On  this  fact  I  would  lay 
great  emphasis  as  a  reason  for  aspiration  or  abdominal 
section,  as  may  on  other  grounds  be  decided  upon,  no 
cases  being  more  miserable  and  difficult  to  alleviate  than  a 
chronic  pelvic  abscess  with  a  communication  with  either 
of  these  viscera.  As  a  natural  termination  of  these  two 
kinds  of  abscess,  it  is  also  worthy  of  notice  that  the  cure 
in  pelvic  parametric  abscess  is  often  absolutely  complete, 
and  the  reparatory  process  perfect.  I  have  known  several 
instances  in  private  practice  where  the  subject  of  pelvic 
abscess,  some  before  marriage,  have  had  straightforward 
and  healthy  labours  without  any  return  of  the  pelvic  mis- 
chief Only  this  week  a  lady,  who,  two  years  ago,  barely 
escaped  with  her  life  from  cellulitis  followed  by  abscess  on 
the  right  side  in  her  confinement,  has  been  safely  and  easily 
delivered  of  a  male  child,  and  I  hear  from  her  doctor  is 
doing  well.     How  great  a  risk  hangs  over  the   subjects  of 
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chronic  abscess  or  inflammatory  disease  due  to  implication 
of  the  peritoneum  was  most  impressively  laid  before  the 
Society  in  a  paper  by  Dr.  Grigg,  where  fatal  puerperal 
inflammation  was  traced  to  the  existence,  at  the  time  of 
labour,  of  (i)  an  old  pyo-salpinx,  (2)  of  an  abscess  of  the 
left  ovary,  and  (3)  of  chronic  inflammation  of  the  broad 
ligament  and   Fallopian  tubes. 

The  enumeration  of  the  diseases  which  are  concerned 
in  originating  pelvic  peritonitis,  and  which  participate  in 
it  as  constituting  a  tumour,  would  make  this  paper  far  too 
long ;  moreover,  we  have  to  confess  that,  with  all  the  ex- 
perience that  has  been  gained,  it  is  impossible  from  the 
histories  to  form  a  correct  diagnosis  of  the  pelvic  lumps, 
which  may  be  simple  enough,  being  only  a  small  ovary,  a 
dermoid,  or  a  haemorrhagic  ovarian  tumour  ;  but  on  the  other 
hand,  may  consist  of  a  tube  full  of  pus,  or  an  ovary  converted 
into  an  abscess  and  comparable  in  danger  to  a  hidden 
volcano.  I  have  seen  in  my  own  practice  a  case  where 
menorrhagia  of  some  months  standing  was  associated  with 
a  small  abscess  of  the  ovary,  never  felt,  never  suspected, 
but  which,  by  bursting,  destroyed  life  in  a  few  hours.  And 
I  have  known  of  a  similar  instance  in  another  doctor's 
practice.  It  may  be  a  bit  of  pleasantry  to  say  some  gynae- 
cologists look  inside  to  see  what  is  the  matter,  but  in  reality 
it  conveys  a  very  important  truth  that  the  keenest  diagnostic 
acumen  and  widest  experience  most  scientifically  utilised 
has  not  yet  proved  equal  to  the  task  of  unravelling  the 
spider-like  web  in  which  these  pelvic  organs  become  involved. 

I  must  leave  it  to  other  Fellows  to  refer  in  the  discussion 
to  pelvic  abscesses  due  to  tubal  disease — diseases  of  the 
ovaries — as  blenorrhagic  or  tubercular,  the  probable  origin 
of  tubercular  peritonitis  in  tubercular  tubal  disease,  and  to 
abscess  the  result  of  haematocele. 

But  I  would  just  refer  you  to  a  latent  form  of  pelvic 
abscess  which  may  assume  a  very  large  size,  almost  without 
symptoms.  The  first  case  was  in  a  teacher  of  a  large  school, 
single,  aet.  twenty-three.     For    three   weeks  she    had   been 
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under  the  doctor  for  slight  pains  in  the  abdomen,  but  travelled 
to  London  about  thirty  miles,  and  two  days  after  this  I  saw 
her.  On  my  first  visit  I  cursorily  diagnosed  it  as  a  case  of 
simple  colic,  as  she  did  not  seem  ill ;  but  the  day  following, 
seeing  a  hectic  flush,  and  finding  the  lower  half  of  the 
abdomen  a  little  tender  and  tumid,  I  made  a  vaginal  exam- 
ination, and  found  a  huge  pelvic  elastic  swelling  pointing 
downwards  in  Douglas's  pouch.  A  few  days  later,  by  the 
aspirator  I  drew  off,  per  vaginam,  four  pints  of  pus.  This 
was  the  only  aspiration.  A  week  later  she  had  a  sharp  rise 
of  temperature,  but  it  soon  subsided,  and  she  was  quite  well 
in  six  weeks.  I  mention  this  because  it  is  an  illustration  of 
the  fact  that  in  some  cases  a  single  aspiration  cures  an 
abscess,  but  we  cannot  rely  on  such  a  result,  and  my  practice 
is  now  to  drain. 

The  second  case  occurred  last  year  in  a  single  girl  of  very 
strumous  build,  set.  twenty-one.  Her  mother  brought  her 
to  me  on  account  of  her  failing  strength  and  pallor.  She 
was  a  perfect  specimen  of  chlorosis.  Menses  natural  and 
without  pain.  I  gave  her  the  ordinary  medicines,  but  finding 
in  a  month  there  was  no  improvement,  I  made  inquiries  as  to 
pelvic  symptoms,  but  found  none,  except  that  she  said  that  at 
the  beginning  of  her  illness  she  had  some  trouble  with  the 
bladder.  On  making  a  rectal  examination  I  found  the  uterus 
low  down,  surrounded  with  a  tense  elastic  swelling,  which 
entirely  subsided  on  aspiration,  except  the  induration  im- 
mediately around  the  uterus.  The  pus  was  most  offensive, 
and  the  summit  of  the  abscess  was  three  inches  above  the 
pubes.  There  had  been  no  marked  pain  or  vomiting,  or 
abdominal  distress  of  any  kind.  Recovery  was  protracted, 
extending  over  six  months,  and  drainage  was  very  difificult. 
The  pelvic  fascia  constitutes  a  difficulty  in  these  cases,  being 
very  rigid,  and  the  mucous  membrane  glides  over  to  some 
extent,  and  so  a  kind  of  valve  is  formed,  the  openings  in  two 
membranes  not  being  opposite  to  each  other.  I  find  elastic 
tubing  of  no  use  in  these  cases ;  the  tube  must  be  rigid,  either 
celluloid  or  glass.    For  the  lotion   nothing  is  superior  to 
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iodized  phenol,  about  one  drachm  to  four  ounces  of  water,  and 
as  the  abscess  contracts  to  a  sinus  the  iodized  phenol  may  be 
applied  pure  on  a  Playfair's  probe  with  great  advantage. 
Unfortunately,  as  I  have  said,  with  all  our  knowledge,  and 
with  the  broad  line  of  demarcation  that  exists  in  a  patho- 
logical point  of  view,  we  cannot  in  individual  cases  be  sure 
of  the  exact  nature  of  these  pelvic  abscesses,  or  the  rules 
of  practice  might  easily  and  correctly  be  enunciated. 
Aspirate  [pelvic  cellulitic  abscesses  by  vagina  and  drain. 
For  abscesses  involving  peritoneal  surfaces  open  the  abdomen 
and  act  according  to  condition  found.  For  example,  cases 
are  on  record,  such  as  one  (see  p.  436,  November,  1886), 
where  an  abscess  of  the  ovary  had  perforated  into  the  vagina, 
and  thereby  simulated  the  abscess  of  an  ordinary  pelvic 
cellulitis.  Here,  as  the  ovary  was  adherent  to  the  pelvic 
floor,  free  incision  and  irrigation  through  Douglas's  pouch 
might  have  answered  very  well ;  but  there  is  a  marked  degree 
of  uncertainty  in  this  method  of  treatment.  Still,  it  is  a  very 
fair  question :  Have  we  sufficient  faith  in  the  reparative 
power  of  nature  in  such  cases  ?  Might  not  drainage  be  tried 
as  well  as  ablation  of  the  viscera  affected  ? 

Sir  James  Simpson  records  in  his  work  a  case  of  chronic 
pelvic  abscess,  which  had  burst  above  the  groin,  and  by  the 
continued  discharge  had  reduced  the  patient  to  a  state  of 
extreme  emaciation.  Passing  a  probe  several  inches  down- 
wards, he  found  its  point  by  a  vaginal  examination  close  to 
his  finger,  and,  to  the  horror  of  his  colleague,  cut  through  the 
vaginal  wall,  and  established  drainage  throughout,  with  the 
happy  result  of  a  speedy  and  complete  cure. 

The  gain  we  have  now  procured  is  the  knowledge  that 
by  laparotomy  we  may  gain  exact  information  of  the  nature 
of  these  abscesses,  numerous  as  they  are  in  character  and 
causation,  and  drain  them  safely  by  the  abdomen,  if  only 
found  to  be  chronic  abscesses,  and  at  the  same  time  remove 
the  tube  or  ovary,  which  by  some  diseased  condition  or  other 
has  been  the  essential  cause  of  the  abscess. 

The  Society  then  adjourned. 
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C.  H.  F.  ROUTH,  M.D.,  President,  in  the  Chair. 

Present :  25  Fellows,  9  Visitors. 

Mr.  Reeves  showed  a  tumour  which  he  had  removed  and 
which  he  had  thought  it  well  to  bring  before  them  at  once  in 
order  that  they  might  see  it  in  the  fresh  state.  Before  opera- 
tion they  had  diagnosed  it  to  be  a  Rokitansky's  tumour.  This 
condition  was  nearly  always  double.  His  tumour  was  a  large 
one  and  he  had  to  tap  a  good  many  of  the  cysts  before  he 
could  remove  it.  There  was  practically  no  solid  matter 
except  the  cyst  walls.  It  might  be  a  form  of  Rokitansky's 
tumour,  but  unilateral.  He  alluded  to  a  curious  phase  of  hos- 
pital experience.  At  their  last  meeting  he  had  brought  before 
them  a  case  of  fibroid  of  uterus  in  which  he  had  operated 
successfully,  after  the  patient  had  been  discharged  from  the 
Chelsea  Hospital,  where  they  did  not  think  it  desirable  to 
operate,  and  the  patient  from  which  the  present  specimen  was 
taken  had  at  first  refused  to  allow  herself  to  be  operated  upon^ 
because  she  had  been  advised  by  her  doctor  in  Cornwall  not 
to  consent  to  any  operation.  He  had  written  to  this  gentle- 
man and  had  learned  from  him  that  his  advice  was  based  on 
the  fact  that  having  sent  her  to  the  Samaritan  Hospital  for 
the  express  purpose  of  undergoing  an  operation,  she  had  been 
dissuaded  by  Mr.  Knowsley  Thornton,  who  declined  to  ope- 
rate, hence  he  (the  medical  man)  had  thought  it  his  duty  to 
disengage  his  responsibility  in  regard  to  any  future  operation. 
The  size  of  the  tumour  necessitated  a  long  incision,  but  the 
patient  made  a  rapid  and  uninterrupted  recovery.  The  pedicle 
was  twisted  several  times  on  itself. 
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Dr.  Macnaughton  Jones  exhibited  some  microscopic 
sections  of  fine  tubular  epithelioma  of  the  cervix.  Dr. 
Abraham  had  sent  him  this  report  of  the  growth  which 
was  removed  by  a  high  vaginal  amputation,  the  patient 
surviving  fifteen  months  after  the  operation  :  "The  growth 
is  a  typical  example  of  epithelioma,  anastomosing  prolonga- 
tions, tubular  and  irregular,  extending  from  the  surface 
epithelium  of  the  os  into  the  subjacent  tissue  (Fig.  i).  In 
several  of  these  epithelial  encroachments,  centripetal  collec- 
tions of  young  cells — the  so-called  '  nests  ' — are  formed 
(Fig  2),  or  in  process  of  forming.  In  some  of  them  the 
central  (newest)  cells  are  very  large,  succulent  and  rapidly 
dividing.  In  the  tissues,  fibrous  and  muscular,  which  surround 
the  heterogeneous  epithelial  ingrowths,  the  usual  small  celled 
inflammatory  infiltration,  characteristic  of  their  malignant 
growth  is  evident  in  several  places. 


Cases  of  Pelvic  Abscess  treated  by  Abdominal  Section.  By 
A.  W.  Mayo  Robson,  F.R.C.S.,  Hon.  Surgeon  to  the 
Leeds  General  Infirmary  ;  Hon.  Consulting  Surgeon  to 
the  Batley  Hospital ;  Lecturer  on  Practical  Surgery  at 
the  Yorkshire  College,  and  Examiner  to  the  Victoria 
University. 

Abscesses  situated  in  the  pelvis  frequently  offer  very  un- 
favourable conditions  for  rational  treatment,  since  the  abscess 
cavity  either  cannot  be  safely  reached,  or  if  reached,  is  with 
difficulty  cleared  out  and  drained.  These  considerations  have 
so  influenced  gynaecologists  that  the  great  majority  of  them  in 
such  cases  are  content  with  expectant  treatment,  although  the 
feasibility  and  safety  of  opening  the  abdomen,  searching  for, 
emptying,  and  draining  such  cases  has  been  proved  by  Mr. 
Lawson  Tait  and  others. 

The  pelvic  abscesses  referred  to  below,  have  nothing  to  do 
with  lumbar,  psoas,  and  other  collections  of  pus,  which  have 
distinct  origins  outside  the  pelvis,  but  are  to  be  considered  as 
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mere  sequels  to  certain  diseases,  such  as  pelvic  cellulitis,  pelvic 
peritonitis,  and  haematocele,  or  to  ovaritis,  salpingitis,  or  break- 
ing down  of  tubercle.  The  one  thing  common  to  them  all 
being  the  presence  of  pus  in  the  pelvis. 

Every  surgeon  knows  the  course  pursued  by  such  collec- 
tions, their  tendency  towards  continuous  or  intermittent  eva- 
cuation into  hollow  viscera,  either  vagina,  rectum,  or  bladder  ; 
or  by  long  circuitous  fistulas  on  to  the  surface ;  the  violence  of 
the  inflammatory  storms  which  occur  at  irregular  intervals 
after  a  delusive  period  of  quietude ;  the  condition  of  impotency 
or  infirmity  in  which  they  leave  women,  even  after  a  sponta- 
neous cure,  which  always  demands  a  very  long  time  ;  and 
their  frequently  fatal  termination  either  by  the  pus  bursting 
into  the  peritoneum  and  setting  up  acute  peritonitis,  or  by  the 
constant  discharge  bringing  on  hectic  fever  ;  or  more  indirectly 
by  the  supervention  of  tuberculosis  or  amyloid  degeneration. 
There  are  some  fortunate  cases  where  the  abscess  projecting 
into  the  vagina,  allows  an  opening  to  be  made  and  drainage  to 
be  effected,  but  these  are  exceptional ;  in  the  greater  number 
it  is  impossible  to  discover  by  the  touch  a  fluctuating  point  in 
the  hard  plastic  mass  which  fixes  the  uterus.  Even  if  the 
abscess  can  be  opened  by  the  vagina  or  rectum,  it  is  a  most 
difficult  matter  to  keep  the  cavity  aseptic  and  to  secure 
efficient  drainage. 

If,  then,  expectant  treatment  is  so  unsatisfactory,  what 
other  means  have  we  at  our  disposal  ?  Firstly,  Aspiration, 
which  according  to  Munde  is  a  successful  mode  of  procedure. 
In  several  cases  where  there  have  been  small  and  localised  ab- 
scesses, I  have  found  this  simple  method  efficient,  but  it  is 
uncertain  in  large,  and  useless  in  multiple  abscesses,  and  its 
indiscriminate  use  is  not  unattended  with  danger,  for  it  must 
be  borne  in  mind  that  important  structures  often  overlie  the 
tumour  and  have  to  be  pierced  before  it  can  be  reached.  Se- 
condly, Sub-peritoneal  laparotomy  as  performed  and  advocated 
by  Dr.  Pozzi,  of  Paris,  of  which  Case  III.  is  an  instance.  It 
would  seem  to  me,  however,  that  this  method  can  only  have  a 
very  limited  application,  and  can  only  be  safely  adopted  where 
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there  are  signs  of  the  abscess  approaching  the  side  of  the 
pelvis,  as  in  the  example  I  have  mentioned.  And  lastly, 
Abdortiinal  section^  of  which  the  other  cases  form  good  ex- 
amples. 

Case  I. — Pelvic  Abscess  discharging  into  Rectum  for 
six  years,  opened  and  drained  anteriorly  through  the  Perito- 
neum.— Cure. 

Mrs.  A.,  set.  twenty-nine,  consulted  me  in  July,  1886,  say- 
ing that  she  had  been  married  five  years,  but  that  she  had  had 
no  children.  About  three  months  after  the  marriage,  during 
a  menstrual  period,  she  caught  a  chill  when  at  a  picnic,  and 
was  seized  with  a  severe  pain  on  the  left  side  of  her  abdomen  : 
this  was  followed  by  a  serious  illness,  which  kept  her  in  bed 
for  three  months,  at  the  end  of  which  time  the  abscess  burst 
into  the  rectum,  giving  immediate  relief  to  her  urgent  symp- 
toms, but  leaving  a  persistent  discharge  of  pus,  which  during 
the  whole  period  of  four  years  before  she  saw  me  had  never 
been  less  than  from  one  or  two  ounces  a  day.  She  had  had 
feverish  attacks  from  time  to  time,  accompanied  by  severe 
pain  in  the  lower  part  of  the  abdomen,  especially  on  the  left 
side.  From  having  been  a  stout,  good-looking,  rosy-cheeked 
woman  she  had  become  thin,  pale,  and  cachectic.  Night 
sweats  and  a  short  cough  made  her  friends  fear  that  phthisis 
was  developing,  and  she  spent  the  winter  of  1886  at  Bourne- 
mouth without  receiving  any  very  material  benefit,  as  the  dis- 
charge from  the  rectum  was  as  free  as  before.  Her  menstrual 
periods,  normal  and  painless  before  her  inflammatory  attack, 
had  since  been  preceded  for  several  days,  and  accompanied 
by  pain  on  the  left  side,  often  of  an  agonising  character. 
During  i886,  difficulty  in  defsecation  came  on,  so  that  ape- 
rients were  regularly  required,  the  motions  being  flattened  and 
not  larger  than  the  little  finger.  On  vaginal  examination  a 
tumour  could  be  felt  on  the  left  of  the  uterus,  the  size  of  a 
large  orange,  which  was  firmly  fixed  to  the  uterus  and  to  the 
contiguous  parts.  Bimanually  it  could  be  felt  above  the  pubes, 
but  did  not  form  a  tumour  evident  to  the  eye.  The  right 
appendages  felt  perfectly  normal.  The  uterine  sound  passed 
the  normal  distance. 
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On  examination  by  the  rectum,  within  reach  of  the  tip 
of  the  index  finger,  a  stricture  could  be  felt,  which  would  only 
admit  a  small  rectal  ball  the  size  of  a  large  pea ;  above  this 
stricture  the  abscess  cavity  evidently  opened,  but  the  opening 
could  not  be  felt  by  the  finger. 

As  all  forms  of  medical  treatment  had  been  fully  tried 
before  the  patient  consulted  me,  and  as  there  seemed  to  be  no 
chance  of  approaching  the  abscess  from  below,  I  advised  that 
the  abdomen  should  be  opened,  and  the  abscess  evacuated  in 
that  direction,  as  the  opening  into  the  rectum  was  situated  in 
such  a  position  that  the  sac  of  the  abscess  could  never  empty 
itself;  and,  moreover,  the  constant  irritation  threatened  soon 
to  produce  complete  obstruction  of  the  bowel  by  the  contrac- 
tion of  the  stricture. 

The  patient  and  her  friends  took  a  long  time  to  consider 
before  they  would  entertain  the  idea  of  operation  ;  and  it  was 
only  when  they  saw  that  matters  were  going  from  bad  to 
worse  that  they  consented.  Mr.  Pridgin  Teale  saw  the  patient 
with  me  in  December,  1887,  and  agreed  with  the  opinion 
I  had  given. 

In  January,  1888,  the  patient  being  under  the  influence  of 
ether,  an  incision  of  three  inches  was  made  in  the  left  linea- 
semilunaris  across  the  course  of  the  left  deep  epigastric  artery, 
which  was  exposed,  doubly  ligatured  and  divided.  On  open- 
ing the  peritoneum,  the  small  intestines  were  pushed  upwards 
exposing  a  hard  mass  intervening  between  the  uterus  and  the 
left  side  of  the  pelvis,  the  tumour  appearing  to  be  continuous 
with  both.  Sponges  were  packed  around  so  as  to  avoid  soiling 
the  peritoneum,  and  an  aspirator  needle  was  pushed  into  the 
centre  of  the  swelling,  when  at  the  depth  of  one  and  a-half 
inches  it  reached  the  cavity,  from  which  was  abstracted  several 
ounces  of  extremely  offensive  pus.  The  parietal  peritoneum 
was  pressed  down  and  sutured  with  catgut  to  the  peritoneum 
around  the  opening  into  the  tumour  ;  the  incision  through  the 
parts  above  and  below  the  opening  being  closed  by  silk 
sutures.  A  large  aspirator  needle  was  left  in  the  abscess  to 
act  as  a  drainage  tube,  salufer  lotion  twenty  grains  to  the  pint 
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being  used  to  thoroughly  cleanse  the  cavity.  Sal  alemboth 
gauze  was  packed  round  the  opening,  and  over  this  was  ap- 
plied a  dressing  of  salufer  wool.  The  temperature  never  rose 
above  normal ;  and  after  the  first  dressing  no  odour  was 
observed  from  the  abscess  cavity,  which  was  syringed  out 
daily  with  the  antiseptic  lotion.  The  stitches  were  removed 
on  the  eighth  day.  On  the  seventh  a  large  drainage  tube 
was  inserted  into  the  abscess  cavity,  the  capacity  of  which 
had  contracted  from  four  to  one  ounces  in  the  seven  days. 

Although  on  syringing  the  fluid  returned  clear,  a  celluloid 
drainage  tube,  the  size  of  a  No.  12  catheter  was  retained  until 
the  fourth  week,  when  the  cavity  would  not  hold  more  than 
two  drachms  of  fluid,  which  returned  as  clear  as  it  went  in. 
The  tube  was  then  left  out,  and  the  wound  healed  forthwith. 
No  faeces  ever  came  through  the  drainage  opening,  and  after 
the  first  dressing  no  flatus  passed  through  it.  The  patient 
was  up  on  the  fourteenth  day,  and  during  her  stay  in  bed  had 
gained  flesh  and  colour.  Menstruation  occurred  normally  on 
the  nineteenth  day,  and  absolutely  without  pain. 

From  the  time  of  operation  no  pus  was  ever  seen  on  a 
motion.  In  June,  1888,  Mrs.  A.  reported  herself  as  being  in 
absolutely  perfect  health.  Menstruation  was  normal  and 
painless ;  her  bowels  were  opened  regularly  and  without  the 
aid  of  aperients,  the  motions  being  of  full  size,  and  free  from 
pus  or  blood.  On  examination  a  full-sized  rectal  bougie 
passed  without  hindrance,  and  no  remnant  of  the  tumour 
could  be  felt  on  the  left  of  the  uterus,  which  seemed  to  be 
normal  in  size,  position,  and  mobility.  The  patient  had  gained 
two  stones  in  weight,  and  looked  the  picture  of  health. 

Case  II. — Pelvic  Abscess  discharging  into  Ureter — Cathe- 
terisation  of  Ureter — Exploratory  Nephrotomy — Subsequent 
Laparotomy  and  Evacuation  of  Abscess — Recovery. 

Mrs.  J.,  set.  thirty-four,  was  admitted  to  the  Leeds  General 
Infirmary  on  June  i8th,  1886,  with  the  history  of  having 
during  the  previous  nine  months  suffered  from  the  passage  of 
a  large  quantity  of  pus  with  the  urine,  with  severe  pain  on 
the  right  side  of  the  lower  part  of  the  abdomen  extending 
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along  the  course  of  the  right  genito-crural  nerve.  She  had 
been  ill  for  some  time  previously,  and  had  suffered  from 
a  severe  leucorrhceal  discharge.  Although  her  menstrual 
periods  had  been  quite  regular  as  regards  time,  they  had  been 
excessive,  and  had  been  preceded  by  pain  for  several  days. 
Micturition  had  not  been  frequent,  but  had  been  somewhat 
painful  during  the  act. 

On  admission,  the  urine,  which  was  passed  with  pain  about 
six  times  during  the  twenty-four  hours  had  a  specific  gravity 
of  1,024,  was  alkaline,  very  offensive,  and  contained  about  a 
fourth  part  of  greenish  pus  with  a  few  granular  casts.  There 
was  slight  tenderness  in  the  right  loin,  and  on  vaginal  exam- 
ination a  tumour  the  size  of  a  large  orange  was  felt  on  the 
right  of  the  uterus.  On  sounding  the  bladder  nothing  ab- 
normal could  be  discovered. 

On  June  24th,  the  urethra  was  dilated,  and  the  ureters 
catheterised,  when  clear  urine  was  drawn  from  the  left,  and 
purulent  offensive  urine  from  the  right.  It  was  therefore 
thought  that  the  pus  was  proceeding  from  the  pelvis  of  the 
right  kidney,  and  after  washing  out  the  bladder  with  a  i  in 
10,000  perchloride  of  mercury  solution,  nephrotomy  was 
performed,  but  the  exploration  showed  the  kidney  to  be 
healthy.  The  wound  was  therefore  closed,  and  union  oc- 
curred by  first  intention.  As  the  source  of  the  pus  was  mani- 
festly not  from  the  kidney  it  became  evident  that  the  tumour 
felt  on  the"  right  side  of  the  uterus  was  a  pelvic  abscess 
discharging  into,  or  by  the  side  of,  the  right  ureter.  This  was 
fully  explained  to  the  patient,  who,  after  an  interval  of  six 
weeks,  during  which  time  the  pus  rather  increased  than 
diminished  in  quantity,  consented  to  a  further  operation,  and 
the  abdomen  was  opened  in  the  linea  alba  for  the  purpose  of 
either  removing  the  disease  or  draining  the  abscess.  It  was 
found,  however,  impracticable  either  to  bring  the  wall  of  the 
abscess  forward  or  to  safely  incise  it,  for  the  intestines  were 
firmly  matted  over  the  whole  roof  of  the  pelvis.  Aspiration 
was  therefore  performed,  the  abscess  emptied  and  washed 
out  with  borax  lotion,  and  the  abdomen  closed.     The  patient 
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made  a  steady  recovery,  and  from  that  time  forward  began  to 
pass  less  and  less  pus  with  urine.  She  returned  to  her  home 
in  America,  and  six  months  afterwards  wrote  to  say  that  she 
was  strong  and  well,  and  was  doing  her  household  work. 

Case  III. — Pelvic  abscess  discharging  per  rectum  for  six 
years — Pulmonary  and  abdominal  phthisis — Sub-peritoneal 
Laparotomy  and  evacuation  of  pus  and  Caseous  material — 
Relief. 

Several  years  ago  I  was  called  to  see  Miss  A.,  set.  twenty- 
one,  on  account  of  pelvic  trouble,  and  was  told  she  had  been 
more  or  less  of  an  invalid  since  the  age  of  fifteen,  when  she 
begun  to  menstruate.  On  the  second  occurrence  of  the  men- 
struation she  caught  a  chill  after  a  warm  bath,  which  caused 
suppression  of  the  menses,  this  being  followed  by  some  so- 
called  inflammation  of  the  bowels.  An  abscess  formed  and 
burst  into  the  rectum  in  about  three  weeks.  She  very  tardily 
regained  her  strength,  and  three  months  after  the  first  attack 
had  another  return  of  the  inflammation  followed  by  the 
bursting  of  a  second  abscess.  Menstruation  did  not  recur  for 
six  months.  The  inflammatory  attack  was  repeated  at  the 
end  of  a  year ;  and  between  that  time  and  my  seeing  her,  she 
had  had  two  other  attacks. 

When  I  saw  her  she  was  very  much  attenuated  and  had  a 
hectic  flush  on  her  cheeks,  there  was  a  slight  cough  and  some 
question  of  commencing  tuberculosis  in  the  right  lung,  her 
chief  complaint,  however,  was  in  the  pelvis ;  and  on  examin- 
ation per  vaginam,  the  uterus  was  found  to  be  firmly  and 
immovably  fixed  in  the  centre  of  a  hard  mass,  which  reached 
about  two  inches  above  the  pubes ;  there  was  great  tenderness 
on  the  left  side,  but  no  fluctuation  could  be  felt  through  the 
roof  of  the  vagina.  Per  rectum,  the  induration  was  found  to 
extend  quite  round  the  bowel,  so  that  two  inches  from  the 
anus  the  finger  passed  through  an  indurated  stricture.  There 
was  considerable  difficulty  in  defsecation,  and  the  motions 
were  at  times  coated  with  thick  offensive  pus.  Pain  and  fre- 
quency of  micturition  were  complained  of  As  there  seemed  to 
be  some  doughiness  deeply  above  the  left  Poupart's  ligament, 
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I  decided  to  try  to  find  and  evacuate  the  abscess  in  that  direc- 
tion, and  having  made  an  incision  as  if  for  ligature  of  the 
external  iliac,  I  raised  the  peritoneum  without  opening  it 
and  passed  my  finger  down  the  inner  side  of  the  pelvis,  soon 
reaching  an  extensive  collection  of  caseous  material  with  a 
little  pus  ;  this  I  carefully  scooped  away  with  a  Volkman's 
spoon,  then  thoroughly  irrigated  the  cavity  with  a  mild  anti- 
septic lotion  and  inserted  a  large  drainage  tube.  Decided 
relief  to  the  symptoms  was  given,  the  pain  was  lessened  and 
the  hectic  diminished,  but  although  the  local  symptoms  were 
so  much  benefited,  the  chest  did  not  improve,  and  the  patient 
in  three  months  died  of  phthisis.  Had  this  radical  treatment 
been  followed  out  before  the  event  of  tuberculosis,  I  have  no 
doubt  that  cure  instead  of  relief  would  have  ensued. 

Case  IV.  —  Pelvic  abscess  —  Tubercular  Peritonitis  — 
Laparotomy — Evacuation  and  drainage  of  abscess — Relief 

J.  G.,  ait.  twenty-four,  was  admitted  to  the  Infirmary  on 
February  ist,  1888,  on  account  of  a  pelvic  and  abdominal 
tumour  accompanied  by  peritonitis ;  the  family  history  was 
good,  and  there  had  been  no  previous  illness.  Menstruation 
commenced  when  the  patient  was  sixteen  years  old,  and  had 
always  been  regular.  She  had  been  married  twelve  months 
but  had  not  been  pregnant.  Six  months  prior  to  her  admis- 
sion she  was  seized  with  a  sudden  and  violent  pain  in  the 
lower  part  of  her  body,  but  she  did  not  faint ;  from  that  time 
onwards  the  pain  had  continued,  being  worse  at  her  periods. 
There  had  been  great  frequency  of  micturition  with  consider- 
able pain,  although  the  urine  on  admission  was  found  to  be 
healthy.  There  had  been  pain  on  defaecation,  with  straining, 
but  neither  pus  nor  blood  had  been  noticed  on  the  motions. 
During  the  whole  of  the  time  the  patient  had  been  getting 
much  weaker  and  thinner,  and  for  some  weeks  she  had  been 
completely  bedridden. 

Examination  per  vaglnam,  revealed  great  induration  at 
the  roof,  and  fixation  of  the  uterus  in  an  apparently  solid 
mass,  which  extended  above  the  brim  of  the  pelvis.  No 
fluctuation  could  be   perceived  at   any  point.     The  urethra 
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and  base  of  the  bladder  seemed  to  be  completely  fixed  in  the 
mass,  as  did  also  the  rectum.  As  the  patient  was  manifestly- 
running  down,  abdominal  section  was  performed  on  February 
4th  by  an  incision  of  two  inches  between  the  umbilicus  and 
pubes,  when  the  omentum  was  found  completely  adherent  to 
the  abdominal  wall  and  to  the  roof  of  the  pelvis.  On 
breaking  down  the  adhesions  of  the  omentum  to  the  pubes, 
a  large  quantity  of  foetid  pus  escaped.  Sponges  were  packed 
into  the  upper  part  of  the  incision  to  prevent  the  general 
peritoneal  cavity  being  soiled.  The  abcess  cavity  extended 
deeply  behind  the  uterus,  between  it  and  the  rectum,  the 
walls  being  formed  by  the  small  intestine  above  and  the  large 
intestine  below.  A  Keith's  drainage  tube  was  introduced  to 
the  bottom  of  the  cavity  which  was  well  irrigated  with  a  hot 
solution  of  salufer,  ten  grains  to  the  pint,  ten  or  twelve  pints 
being  used  ;  the  irrigation  being  continued  until  the  fluid 
returned  clear,  the  upper  part  of  the  wound  was  closed, 
leaving  the  drainage  at  the  lower  end.  Although  the  temper- 
ature had  been  high  (between  100°  and  103°)  for  a  fortnight, 
it  became  quite  normal  the  same  evening,  and  remained  so 
for  a  week,  after  which  it  was  a  little  irregular,  the  irregularity 
apparently  depending  on  the  freedom  or  otherwise  of  the 
drainage.  The  wound  was  dressed  every  day  at  first,  and 
then  less  frequently  as  the  amount  of  pus  at  each  dressing 
became  less.  At  the  time  of  operation  there  were  some 
nodules  on  the  peritoneum  suspicious  of  tubercle.  The 
patient  was  up  at  the  month  end  and  returned  to  her  home  at 
her  own  request  on  March  31st,  there  being  still  a  rubber 
drainage  tube  in  the  wound. 

I  have  reason  to  think  that  although  relieved  of  the  pelvic 
trouble,  she  never  fully  regained  her  strength  and  ultimately 
died  of  phthisis. 

Case  V. — Pelvic  Abscess — Tubercular  Peritonitis — Ex- 
ploratory Laparotomy — Extensive  Adhesions  over  Abscess 
Sac — Subsequent  Aspiration  per  vaginam — Relief. 

A.  S.,  set.  thirty-one,  married,  was  admitted  into  the 
Infirmary   in   April     1884,   suffering   from   pelvic   pain    and 
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frequency  of  micturition.  She  had  been  a  bedridden  invalid 
for  some  months,  during  which  time  she  had  lost  flesh  con- 
siderably and  had  suffered  from  night  sweats  and  an  evening 
temperature. 

Abdominal  examination  revealed  fixation  of  the  uterus 
with  an  indurated  swelling  to  the  left,  apparently  adherent  to 
all  parts  in  its  neighbourhood. 

On  May  24th,  the  abdomen  was  opened  by  an  incision  in 
the  linea  alba  below  the  umbilicus,  when  the  peritoneum  was 
found  to  be  studded  with  miliary  tubercle  ;  and  the  intestines, 
also  tuberculous,  were  firmly  fixed  over  the  roof  of  the  pelvis, 
hence  the  abdomen  was  closed.  Union  occurred  by  first  in- 
tention, and  ten  days  afterwards  aspiration  of  the  abscess 
was  performed  through  the  roof  of  the  vagina.  Although  no 
fluctuation  could  be  felt,  three  ounces  of  foetid  pus  were  with- 
drawn, and  a  short  time  afterwards  the  patient  returned  home 
much  improved  in  health,  and  after  a  few  weeks  was  able  to 
resume  her  household  duties. 

Case  VL — Pelvic  Abscess — Laparotomy — Evacuation  and 
Drainage — Cure. 

Mrs.  M,,  aet.  thirty,  called  to  see  me  on  March  9th,  1889, 
on  account  of  pelvic  distress,  debility  and  loss  of  strength. 
She  said  that  she  had  had  three  children,  the  last  fifteen 
months  ago,  since  which  time  she  had  never  been  strong,  but 
this  she  attributed  to  suckling. 

Menstruation  commenced  three  months  after  her  last 
confinement,  and  she  had  been  quite  regular  up  to  twelve 
weeks  before  seeing  me,  when  she  caught  cold  during  a 
"  period,"  and  had  what  her  doctor  called  inflammation  of  the 
bladder,  which  made  her  feverish  and  seriously  ill  for  five 
weeks.  The  "  period "  did  not  close  abruptly,  but  was  fol- 
lowed by  a  shreddy,  sanguineous,  and  then  by  a  leucorrhoeal 
discharge. 

During  the  twelve  weeks  before  seeing  me,  she  had  had 
severe  pain  in  the  left  ovarian  region,  pain  down  the  left 
thigh,  frequent  and  painful  micturition,  evening  chills  and 
fever,  tendency  to  diarrhoea  after  food,  great  debility  and 
marked  loss  of  flesh. 
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On  examination  I  found  the  os  uteri  fissured  on  the  left, 
the  cervix  brawny  and  hard,  the  uterus  firmly  fixed  to  a  hard 
mass  which  extended  to  the  left  side  of  the  pelvis,  and  to  one 
and  a-half  inches  above  the  brim,  the  latter  extension  could 
only  be  felt  bimanually,  and  could  not  be  seen  by  inspecting 
the  abdomen.  No  fluctuation  could  be  felt.  The  bladder 
and  rectum  seemed  both  involved  in  the  mass.  I  advised  her 
to  go  into  the  infirmary  for  operation. 

On  admission,  a  week  later,  a  doubtful  sense  of  fluctuation 
could  be  felt  deeply  in  the  left  ovarian  region.  Her  general 
condition  was  much  worse,  and  her  temperature  fluctuated 
between  ioo°  and  io8°. 

March  20th. — Laparotomy  was  performed  by  an  incision 
of  one  and  a-half  inches  in  the  median  line  below  the 
umbilicus,  the  tumour  could  be  felt  on  the  left  of  the  uterus 
with  the  omentum  firmly  adherent  over  it.  Sponges  were 
packed  around  the  opening,  and  on  exploring  with  an  as- 
pirator needle  six  ounces  of  offensive  pus  were  withdrawn. 
In  order  to  get  at  the  tumour  a  hole  was  made  through  the 
adherent  omentum,  the  parietal  peritoneum  was  then  tucked 
down  and  sutured  with  chromicised  catgut  to  the  visceral 
peritoneum  covering  the  tumour,  which  was  then  opened  and 
drained  by  a  glass  tube.  Three  deep  silk  sutures  closed  the 
remainder  of  the  incision. 

From  the  time  of  operation  the  temperature  became  and 
remained  normal,  the  pain  ceased,  the  appetite  returned,  and 
with  it  the  cachexia  disappeared  and  flesh  was  gained. 

The  stitches  were  removed  on  the  7th  day  and  the  tube 
on  the  9th. 

From  the  time  of  operation  to  the  healing  of  the  wound 
not  a  drop  of  pus  was  seen.  On  examination /^r  vaginam  at 
the  end  of  a  fortnight,  the  uterus  was  much  less  fixed  and  the 
cedema  of  the  cervix  had  disappeared. 

She  was  allowed  to  get  up  at  the  end  of  three  weeks  and 
was  discharged  cured  within  a  month  of  the  operation. 

Remarks. — The  cases  I  have  related  were  all  serious,  as 
these  cases  usually  are,  and  without  active  treatment  I  believe 
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they  would  all  have  died,  either  immediately  or  remotely,  as 
a  result  of  the  pelvic  disease,  whereas  under  the  operation 
treatment  here  recommended  relief  was  given  in  all,  and 
complete  and  lasting  cure  was  effected  for  several  of  the 
patients.  The  first,  second,  and  sixth  cases  are  the  most 
remarkable  as  they  are  the  most  satisfactory,  in  that  there 
was  an  absence  of  tubercle  or  other  diathetic  condition 
which  could  retard  convalescence :  they  show  also  that 
although  the  abscess  be  never  so  foul,  and  though  it  have 
been  in  communication  with  the  bowel  or  bladder  for  long 
periods,  it  is  with  due  precaution  quite  safe  to  evacuate  it 
through  the  peritoneum. 

The  circumstance  that  particularly  astonished  me  in  Cases 
I.  and  VI.  was  that  after  the  evacuation  of  such  foul  abscesses 
and  the  cleansing  of  the  cavity  by  syringing  with  an  antisep- 
tic, there  should  never  be  even  a  suspicion  of  odour  or  of  pus 
in  the  subsequent  dressings.  Case  I.  also  shows  that  there 
need  be  little  fear  of  a  faecal  fistula  in  opening  such  an  ab- 
scess, for  the  opening  into  the  bowel  is  probably  usually  a 
small  sinuous  track,  otherwise  the  cavity  would  be  likely  to 
contract  and  become  cured  spontaneously,  and  not  to  persist 
for  years. 

The  complete  disappearance  of  the  stricture  of  the  rectum 
in  Case  I.  is  worthy  of  comment,  for  although  I  expected 
some  amelioration,  its  complete  cure  certainly  exceeded  my 
expectations. 

It  is  a  difficult  matter  to  lay  down  any  general  rules  for 
the  treatment  of  these  cases,  as  each  one  must  be  treated  on 
its  merits,  ?>.,  according  to  its  cause,  its  site,  and  its  condi- 
tion. The  natural  progress  of  a  pelvic  abscess  is  to  find  an 
outlet  for  the  discharge  of  its  contents,  but  as  to  the  course  it 
will  select,  our  anatomical  knowledge  will  seldom  enable  us 
to  predict  it  with  certainty  until  the  process  is  well  nigh 
complete. 

Hence,  when  we  have  once  made  the  diagnosis  of  pus 
within  the  pelvis  our  course  should  be,  not  to  wait  for  Nature's 
uncertain  method,  but  to  evacuate  it,  and  unless  fluctuation 
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can  be  felt  per  vaginam  when  the  abscess  may  perhaps  be 
attacked  in  that  direction,  the  plan  of  opening  the  abdomen, 
searching  for,  evacuating  and  draining  the  cavity,  will,  if  done 
secundum  artem^  probably  be  found  to  yield  the  best  results. 

Since  writing  the  above  I  have  operated  on  other  four  cases 
successfully.  In  one  case  the  abscess  was  situated  in  the 
ovary,  and  intervened  between  a  small  fibroid  of  the  uterus 
and  the  rectum;  in  another  the  origin  of  the  pus  could  not 
be  made  out,  but  about  fifteen  ounces  was  evacuated;  in  a 
third  the  pelvic  abscess  was  lined  by  intestines,  and  the  pus 
probably  started  from  a  perforated  vermiform  appendix ;  and 
in  a  fourth  a  suppurating  dermoid  cyst  had  burst  into  the 
bladder,  through  which  it  was  discharging,  the  patient  at  the 
time  being  almost  at  death's  door  from  septic  absorption. 
In  the  last  case  the  opening  into  the  bladder  closed  within 
the  week,  at  the  end  of  which  time  the  temperature  had 
become  normal. 

In  all  these  cases  the  abdomen  was  opened  and  the 
abscess  drained  above  the  pubes. 

The  President  recalled  attention  to  the  fact  that  a 
valuable  paper  had  been  read  by  Dr.  R.  T.  Smith  at  their 
last  meeting,  pointing  out  the  different  varieties  of  pelvic 
abscess,  while  the  paper  they  had  just  listened  to  was  based 
on  clinical  facts,  including  operative  treatment.  He  insisted 
upon  the  importance  of  the  subject,  and  as  to  its  value  in  the 
method  of  treatment  as  applied  to  those  cases  they  had  been 
in  the  habit  of  too  indiscriminately  calling  cellular  abscesses, 
whether  in  connexion  with  the  uterus  or  adjacent  parts. 

Mr.  Reeves  said  he  himself  had  only  had  one  case  of  the 
kind  described  by  the  author,  but  he  mentioned  that  several  such 
had  been  recorded  by  Terrilion.  The  only  difference  between 
the  procedure  of  this  operator  and  that  of  the  author  was  that 
the  former  advocated  scraping  of  the  abscess  cavity.  Most  of 
the  cases  recorded  by  Terrilion  were  successful,  one  only  being 
merely  relieved  and  the  others  cured.  He  said  that  although 
he  would  take  every  precaution  to  avoid  the  escape  of  pus 
or  blood  into  the  peritoneal  cavity,  he  would  not  be  afraid  of 
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it  nor  even  of  faeces.  He  alluded  to  a  case  under  Mr.  Har- 
rison Cripps,  and  he  had  sent  a  somewhat  similar  case  to  the 
British  Medical  Journal.  As  to  cholecystotomy  his  experi- 
ence had  taught  him  that  a  small  quantity  of  healthy  bile  in 
contact  with  the  peritoneum  was  not  to  be  feared,  and  arguing 
physiologically,  he  did  not  see  why  it  should  be  dangerous 
given  its  well-marked  antiseptic  properties.  He  dissented 
from  the  author's  nomenclature,  for  the  author  had  spoken 
generically  of  pelvic  abscess,  but  two  or  three  of  his  cases 
were  peritoneal  abscesses.  He  had  had  several  such  cases 
in  which  he  proceeded  by  raising  the  peritoneum  before 
opening  the  abscess.  He  asked  whether  the  author  did  not 
think  in  the  first  place  that  it  would  have  been  possible  by 
cutting  or  dilating  the  rectal  stricture  in  one  of  his  cases  to 
have  found  the  sinus,  and  by  dilating  it  to  drain  the  abscess 
cavity.  He  suggested  that  the  author's  conclusions  must  be 
taken  with  reserve,  for  the  treatment  which  he  advocated  might 
succeed  well  enough  in  the  hands  of  experienced  surgeons  like 
the  author ;  but  there  was  a  risk  that  younger  men  might  be 
induced  to  attempt  laparotomy  in  cases  in  which  it  could  very 
well  be  dispensed  with.  He  objected  to  the  term  laparotomy 
and  much  preferred  a  word  of  his  own  coinage,  viz.,  ventro- 
section.  He  would  have  liked  to  have  seen  in  Dr.  Smith's 
excellent  paper  a  working  classification  of  pelvic  abscesses, 
the  most  common  form  of  which  in  surgical  work  was  inflam- 
mation and  formation  of  pus  round  the  large  intestines  or 
appendix,  or  in  connection  with  the  kidney.  In  gynaecolo- 
gical surgery,  however,  mischief  originating  in  the  womb  and 
appendages  was  the  chief  source  of  the  disease  and  the  results 
must  be  treated  according  to  the  local  conditions. 

Dr.  Barnes  said  he  could  not  discuss  the  paper  with  the 
fulness  that  it  required,  and  he  joined  cordially  in  the  praises 
expressed  as  to  its  merits.  The  cases  were  well  carried 
through  to  the  right  surgical  conclusion.  In  respect  of  the 
causes  of  the  collection  of  pus,  he  had  seen  a  good  many  of 
these  cases,  and  he  had  hardly  ever  been  able  to  discover  the 
source  of  the  mischief.     If  there  existed  a  way  of  ascertaining 
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definitely  what  was  the  cause  of  the  abscess,  it  surely  ought 
to  be  by  opening  the  abdomen,  and  this  might  be  urged  as 
one  argument  in  favour  of  abdominal  section.  He  could 
recall  to  mind  three  or  four  cases  in  which  he  regretted  not 
having  opened  the  abdomen  ;  but  on  the  other  hand  he  had 
had  successes  that  might  be  termed  brilliant  by  perforation 
through  the  roof  of  the  vagina.  He  thought  this  method 
could  not  be  altogether  supplanted  by  abdominal  section, 
although  in  a  certain  class  of  cases  this  was  the  more  thorough 
and  radical  method.  He  observed  that  the  author  had  not 
said  anything  as  to  the  use  of  the  exploratory  trocar,  but  he 
would  point  out  that  the  procedure  was  practically  unattended 
by  risk,  and  the  mere  introduction  of  the  trocar  and  the  re- 
moval of  the  fluid  had  sometimes  proved  sufficient  to  deter- 
mine a  cure.  In  some  cases  he  had  extended  the  exploratory 
incision,  afterwards  inserting  a  drainage  tube,  and  the  cases 
had  ended  in  recovery  as  quickly  as  would  have  been  the  case 
had  abdominal  section  been  performed.  Mr.  Reeves  had 
mentioned  a  case  in  which  there  was  an  external  sinus  on 
which  he  proposed  to  operate.  The  objection  had  been  made 
that  by  opening  the  sinus  into  the  rectum  they  might  make 
use  of  the  passage  provided  by  Nature.  Mr.  Reeves  did  not 
trust  to  the  sinus.  It  was  well  known  that  a  sinus  was  not 
enough.  It  was  at  best  an  abortive  effort  of  Nature.  Make 
a  good  artificial  deviation  and  then  the  sinus  might  heal. 
He  would  prefer  abdominal  section  as  a  rule,  but  the  explora- 
tory incision  was  a  means  too  valuable  to  be  overlooked.  He 
did  not  like  to  enter  into  the  discussion  as  to  what  was  a 
pelvic  abscess  and  what  was  an  intra-peritoneal  abscess,  but 
they  could  not  get  on  until  they  arrived  at  a  definition.  The 
old  maxim,  "  Felix  qui potuit  rerum  cognoscere  causas"  applied 
with  peculiar  force  in  this  matter.  One  other  condition  which 
he  more  than  suspected  would  explain  some  cases,  begins 
with  hsematocele  or  some  form  of  haemorrhage  into  the  peri- 
toneum, which  subsequently  became  a  focus  of  suppuration. 
The  blood  became  altered  and  decomposed,  and  when  they 
opened  the  abdomen  they  found  no  trace  of  the  blood  and 
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only  pus.  With  reference  to  the  explanation  of  the  mass 
lying  chiefly  on  one  side — the  left  side — this  he  had  long 
ago  shown  by  anatomical  researches  that  the  peritoneal 
pouch  descended  deeper  down  on  the  left  than  on  the  right 
side.  It  slanted  obliquely  off  from  right  to  left  behind  the 
vaginal  portion,  and  so  all  fluids  collected  in  the  pelvis 
gravitated  to  the  left  side,  and  consequently  any  resulting 
inflammation  was  more  marked  on  that  side.  That  was  an 
element  of  considerable  importance  clinically. 

Dr.  Bantock  said  that  the  success  of  the  cases  reported 
by  the  author  reflected  the  greatest  credit  upon  him  as  a 
skilful  surgeon.  His  attention  was  arrested  by  the  use  of  the 
term  cellulitis.  In  his  earlier  days,  he  remembered,  cellulitis 
was  in  everybody's  mouth,  and  whenever  a  fulness  was  felt  in 
the  pelvis  on  either  side  of  the  uterus  with  more  or  less  fric- 
tion of  that  organ,  the  case  was  put  down  as  one  of  pelvic 
cellulitis.  Even  at  the  present  day  a  distinguished  American 
surgeon  and  author  held  this  view.  For  himself,  the  older  he 
became  and  the  more  his  experience  was  extended  the  less  he 
believed  in  pelvic  cellulitis  as  a  pathological  condition.  Many 
years  ago  he  met  with  a  case  of  abscess  in  the  pelvis,  which 
he  even  now  believed  to  be  a  true  abscess  of  the  left  broad 
ligament,  for  it  presented  those  conditions  which  he  regarded 
as  characteristic.  There  was  a  distinct  bulging  downwards 
into  the  vagina  on  the  left  side  of  the  uterus.  He  removed 
several  ounces  of  horribly  foetid  pus  by  means  of  a  trocar  and 
cannula,  washed  out  the  cavity  by  means  of  a  catheter  through 
the  cannula  and  continued  it  till  the  solution  of  iodine  re- 
turned clear,  and  did  not  remove  the  catheter  until  three  to 
four  hours  had  elapsed.  The  cavity  healed  up  forthwith.  As 
he  had  said,  he  still  believed  this  was  a  true  abscess  of  the 
broad  ligament,  but  he  had  not  seen  one  since.  Whenever  he 
had  since  met  with  what  had  usually  been  regarded  as  pelvic 
abscess  or  cellulitis,  he  had  found  the  disease  to  be  some  form 
of  inflammatory  mischief  affecting  the  tube  or  tube  and  ovary. 
The  matting  together  of  the  tube  and  other  pelvic  strictures 
and  especially  the  adhesion  of  the  tube  to  the  broad  ligament 
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and  its  distension  with  inflammatory  products  resulted  in  the 
formation  of  a  mass,  which  might  readily  be  mistaken  for  a 
pelvic  abscess.  But  the  recent  advances  of  abdominal  surgery 
had  dissipated  many  errors  and  cleared  up  what  was  formerly 
mere  conjecture.  He  agreed  with  Mr.  Reeves  in  finding  fault 
with  Mr.  Mayo  Robson's  nomenclature,  for  in  these  days  the 
term  pelvic  abscess  conveyed  to  his  mind  no  definite  idea.  He 
should  have  liked  Mr.  Robson  to  tell  us  what  was  the  origin  of 
these  collections  of  pus.  In  only  one  had  he  given  us  any 
explanation  and  that  was  only  in  the  form  of  a  suggestion. 
Still,  the  cases  were  very  interesting,  and  the  results  were  the 
strongest  argument  in  support  of  the  treatment  pursued. 

Dr.  Bedford  Fenwick  said  it  was  difficult  to  discuss 
such  a  paper,  for  there  were  so  many  difficulties  in  the  diag- 
nosis, prognosis  and  treatment.  He  was  convinced  with 
regard  to  pelvic  abscess  that  it  must  have  a  connection  with 
a  distinct  constitutional  cause.  He  had  frequently  seen 
women  whom  he  kept  under  observation  in  whom  the  forma- 
tion  of  pelvic  abscess  had  coincided  with  some  induced  ill- 
health.  He  mentioned  one  such  case  at  the  hospital  in 
a  woman  who  had  come  to  him  for  some  chest  complaint, 
and  who  complained  of  considerable  pain  on  the  left  side 
and  on  examination  he  found  there  was  considerable  thicken- 
ing of  the  right  broad  ligament.  She  had  typhoid  fever 
later  on  and  during  the  period  of  debility  which  followed 
that  illness  she  developed  what  afterwards  turned  out  to  be  a 
very  distinct  pelvic  abscess,  which  he  opened  and  drained 
with  success.  Three  years  ago  they  had  another  case  in  the 
hospital  for  treatment,  who  had  an  abortion.  She  had  been 
in  good  health  before,  but  in  consequence  of  the  profuse 
haemorrhage  she  became  very  enfeebled,  she  got  a  slight  chill, 
and  a  pelvic  abscess  was  the  result.  He  could  recollect  many 
such  cases  in  which  patients  had  gone  on  for  years  with  some 
form  of  uterine  mischief,  and  then  when  ill  health  supervened 
an  abscess  formed.  He  mentioned  that  some  half  dozen  cases 
which  had  been  diagnosed  as  pelvic  abscess  had  all  been  con- 
nected with  either  the  uterus,  the  tubes  or  the  ovaries.     He 
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had  a  marked  example  of  this  on  the  preceding  Monday, 
when  he  operated  upon  a  case  of  Dr.  R.  T.  Smith's  who  was 
incapacitated  at  the  time  from  operating  himself  There  was 
a  clear  history  of  pelvic  abscess,  but  upon  opening  the  abscess 
in  the  abdomen  a  tumour  bulged  out,  which  at  first  looked 
very  much  like  a  uterine  mass.  On  puncturing  it,  however, 
it  proved  to  be  an  abscess  connected  with  the  left  broad  liga- 
ment. He  frequently  had  occasion  to  point  out  how  that 
their  old  idea  of  pelvic  cellulitis  was  a  fallacy,  and  that  the 
cellular  tissue  of  the  pelvis  was  not  more  apt  to  take  on  in- 
flammatory action  and  run  on  to  abscess  than  connective 
tissue  elsewhere  in  the  body. 

Dr.  Heywood  Smith  asked  for  some  practical  details  as 
to  the  method  of  introducing  the  deep  sutures  in  the  case 
related  by  the  author,  in  which  the  abscess  was  so  very  low 
down  in  the  pelvis  that  he  had  the  greatest  difficulty  in  get- 
ting the  parietal  peritoneum  down  to  that  covering  the 
abscess  cavity.  He  said  that  in  some  of  these  cases  there 
was  a  curious  association  of  softness  and  friability,  which 
made  it  very  difficult  to  obtain  a  satisfactory  grip.  He  quite 
agreed  that  many  of  the  cases  described  as  pelvic  abscess 
were  in  reality  connected  with  one  or  other  of  the  pelvic 
organs.  He  mentioned  a  typical  case  which  had  come  under 
his  notice  that  very  morning.  The  patient  was  a  young 
German  lady,  who  had  been  married  a  fortnight.  Five  or 
six  weeks  ago  she  had  been  seized  with  sudden  pain  in  the 
left  iliac  fossa,  not  unlike  the  onset  of  haematocele.  There  was 
a  history  of  chill  during  a  menstrual  flow,  with  distinct  rigor. 
She  was  seen  by  a  medical  man,  but  neither  he  nor  his  suc- 
cessor had  thought  it  necessary  to  examine  her,  and  so  the 
pain,  &c.,  had  been  allowed  to  go  on  for  five  or  six  weeks. 
He  asked  in  what  way  a  chill  was  supposed  to  act  in  connec- 
tion with  an  arrest  of  menstruation,  whether  it  produced  a 
reactional  disturbance  of  the  circulation  leading  to  effusion  or 
how.  He  asked  whether  ^Xiy  post  mortem  examination  had 
been  made  in  a  case  in  which  death  had  occurred  from  some 
other  cause  soon  after  such  an  arrest  of  menstruation. 
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Dr.  Fenton  said  he  had  been  struck  by  the  immensity 
of  the  subject  with  which  they  had  to  deal  and  the  number 
of  the  questions  that  suggested  themselves,  so  much  so  that 
the  Society  appeared  hardly  to  feel  equal  to  discussing  the 
numerous  facts  brought  before  them  by  Mr.  Mayo  Robson 
in  such  a  broad  spirit.  It  had  occurred  to  him  that  these 
cases  of  pelvic  abscess  might  be  divided  for  purposes  of 
treatment  into  three  classes  :  (i)  Those  which  were  down 
upon  the  pelvic  floor,  that  is,  flush  with  the  roof  of  the 
vagina,  so  that  they  could  be  got  at  from  the  vagina  with 
a  trocar  without  passing  into  the  peritoneal  cavity  and  then 
on  into  the  mass  beyond.  To  treat  these  cases  by  a  vaginal 
opening  would  be  perfectly  rational.  (2)  Collections  of  pus 
which  did  not  come  down  to  the  pelvic  floor,  but  which  were 
in  the  abdominal  cavity  within  the  limits  of  the  pelvis,  either 
the  true  or  the  false.  To  treat  these  by  a  vaginal  opening 
would  be  to  court  disaster ;  they  were  most  difficult  to  get 
at  to  drain,  but  that  this  was  not  impossible  was  shown  by 
some  of  the  cases  related  by  Mr.  Robson.  He  could  under- 
stand with  Dr.  Heywood  Smith  that  there  must  be  some 
difficulty  in  stitching  this  thin,  friable  peritoneal  covering  of 
the  abscess  to  the  parietal  peritoneum.  (3)  This  class  would 
only  include  suppurations  of  the  broad  ligament  which  usually 
presented  at  the  pelvic  brim,  the  real  pelvic  cellulitis.  He 
confessed  that  he  was  old-fashioned  enough  to  believe  that 
there  were  really  cases  of  pelvic  cellulitis,  i.e..,  cases  of  inflam- 
mation of  the  cellular  tissue  in  the  broad  ligament  running 
on  to  suppuration,  so  frequent  after  confinements  and  mis- 
carriages. These  would  be  cases  to  be  got  at  by  sub-peritoneal 
laparotomy  and  he  had  dealt  with  several  cases  of  this  kind  in 
the  same  way  as  that  described  by  Mr.  Mayo  Robson.  With 
reference  to  the  suggestion  to  dilate  a  sinus  for  the  purpose 
of  draining  the  abscess  cavity,  he  said  that  the  only  case  in 
which  he  had  done  this  he  had  had  occasion  to  regret  it.  It 
was  a  case  of  pyo-salpinx  for  which  he  had  made  an  ab- 
dominal incision  hoping  to  remove  it.  He  found  one  tube 
largely  distended  with  pus  and  adherent  to  the  rectum  so  that 
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it  could  not  be  removed.  He  waited,  therefore,  until  the 
wound  had  healed  up  and  then  dilated  the  rectum,  found  the 
fistulous  opening  and  introduced  a  No.  12  catheter,  emptying 
the  cavity  and  syringing  it  out  thoroughly.  The  patient  got 
much  better,  but  still  there  remained  a  discharge  of  pus  with 
the  stools  which  caused  a  great  amount  of  discomfort. 

Dr.  Mansell  Moullin  said  that  of  course  the  difficulty 
of  reaching  these  abscesses  for  drainage  was  the  great  practical 
difficulty  in  these  cases,  and  they  would  be  glad  to  have  a 
few  more  details  as  to  his  method  of  proceeding.  He  said 
that  there  was  no  need  to  be  unduly  frightened,  if  a  small 
quantity  of  this  foetid  pus  escaped  into  the  peritoneum  it 
would  only  be  necessary  to  wash  it  out  carefully  afterwards. 
He  presumed  that  the  author  took  care  to  evacuate  the  entire 
contents  of  the  sac  before  stitching  it  to  the  parietal  peri- 
toneum. This  latter  proceeding,  however,  might  not  be  pos- 
sible in  some  cases,  and  the  question  arose  whether  it  was 
absolutely  necessary  to  do  so  in  every  case.  A  drainage  tube 
passed  into  the  abscess  cavity  would,  he  believed,  be  found 
sufficient  when  it  was  impracticable  to  bring  the  visceral  and 
parietal  peritoneum  into  apposition. 

Mr.  Reeves  said  that  the  collapsed  abscess  sac  could  be 
pulled  up  and  tied  around  a  glass  drainage  tube.  This  was  a 
simple,  safe  and  efficient  proceeding,  which  he  adopted  in  one 
case. 

Mr.  Mayo  Robson  in  reply,  thanked  the  Fellows  for  the 
kind  manner  in  which  they  had  received  his  paper.  With 
reference  to  the  scraping  of  the  abscess  walls,  he  observed 
that  he  had  done  it  in  one  case,  but  as  a  rule  the  walls  of  the 
cavity  were  constituted  of  intestines  matted  together  which  it 
would  hardly  be  safe  to  scrape.  He  said  that  he  too  was 
not  afraid  of  pus  or  faeces  in  the  peritoneal  cavity  if  not  there 
through  his  fault,  as  he  practised  freely  washing  out  in  such 
cases,  but  he  did  his  utmost  to  prevent  the  soiling  of  the  peri- 
toneum. In  the  case  in  which  he  had  spoken  of  the  vermi- 
form appendix  as  the  possible  source  of  the  suppuration,  he 
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did  not  affirm  that  it  was  so,  but  that  it  was  one  of  the 
probable  causes.  It  was  all  very  well  to  make  a  positive 
diagnosis,  but  while  they  would  be  quite  safe  in  saying  that 
there  was  pus  in  the  pelvis,  it  would  usually  be  mere  guess- 
work if  they  attempted  to  say  that  the  cause  was  this  or  that 
after  the  pus  had  been  there  six  months  or  longer.  He  had 
purposely  abstained  from  stating  a  diagnosis  in  this  and  in 
the  other  cases ;  he  had,  however,  formed  his  own  opinion. 
In  two,  haematocele  was  the  cause,  in  another  probably  pyo- 
salpinx,  and  in  another  he  knew  that  it  was  a  dermoid  cyst 
which  had  suppurated  and  burst  into  the  bladder.  He  had 
preferred  to  give  the  clinical  history  and  then  to  leave  the 
Fellows  of  the  Society  to  draw  their  own  conclusions.  With 
regard  to  the  suggestion  to  dilate  the  stricture  of  the  rectum 
he  thought  that  this  question  had  been  fully  answered  by  Dr. 
Fenton,  but  he  might  add,  that  Case  I.  had  been  under  the 
care  of  several  well  known  physicians  and  surgeons,  and  one 
of  the  methods  of  treatment  adopted  had  been  to  dilate  the 
rectum,  but  without  success.  With  regard  to  the  causation  of 
cellulitis,  he  observed  that  they  were  in  the  same  position  as 
they  were  formerly  in  regard  to  typhlitis.  For  a  long  time 
they  had  been  in  the  habit  of  speaking  of  trouble  in  the 
region  of  the  caecum  as  peri  or  para-typhlitis,  whereas  in 
reality  it  was  due  to  localised  peritonitis,  ending  at  times  in 
abscess.  He  was  of  opinion  that  many  of  the  so-called  cases 
of  cellulitis  were  localised  peritonitis  culminating  in  abscess. 
At  the  same  time  he  did  not  doubt  that  a  certain  number  of 
them  were  indisputably  cases  of  inflammation  of  the  cellular 
tissue  in  the  broad  ligament.  He  was  disposed  to  think  that 
the  explanation  of  the  preponderance  of  effusions  on  the  left 
side  might  perhaps  be  explainable  by  the  reason  alleged  by 
Dr.  Barnes.  It  was  a  well-known  clinical  fact  that  any 
effusion  in  the  left  broad  ligament  tends  to  spread  down- 
wards and  tends  to  encircle  the  rectum.  He  explained  that 
in  order  to  stitch  the  parietal  peritoneum  to  that  covering  the 
sac,  he  always,  when  he  could,  aspirated  the  abscess  before 
opening  the  cavity,  so  as  to   avoid   the  soiling  of  the  peri- 
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toneum.  He  first  of  all  passed  a  fully  curved  Hagedorn's 
needle  through  the  parietal  peritoneum,  and  then  pressed  it 
down  on  the  abscess  sac  and  passed  the  needle  through  the 
visceral  peritoneum,  always  taking  a  good  grip.  As  to  the 
question  of  chill,  he  observed  that  some  persons  did  not 
believe  in  it  at  all,  and  it  was  quite  possible  that  the  chill  was 
a  consequence,  and  not  a  cause,  of  the  disease.  It  was,  how- 
ever, conceivable  that  a  chill  should  cause  suppression  of  the 
menses,  though  why  it  should  lead  to  effusion  into  the  pelvis 
he  could  not  say. 

The  Society  then  adjourned. 
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THE  BRITISH  GYNECOLOGICAL   SOCIETY, 

Wednesday,  March  26,  1890. 

C.  H.  F.  ROUTH,  M.D.,  President,  in  the  Chair. 

Present: — Fellows,  19;  visitors,  4.  The  following  were 
proposed  for  election  : — Dr.  John  Stoneby  Hill,  London  ;  Dr. 
H.  Holmes,  Portland,  Oregon. 

Dr.  Edis  showed  a  specimen  of  a  sub-peritoneal  fibroid, 
which,  though  not  large,  caused  so  much  pain  on  account  of 
the  pressure  in  the  pelvis  that  it  had  driven  the  sufferer  into 
intemperate  habits  and  to  the  habitual  use  of  morphia.  On 
operating  he  had  to  force  it  up  out  of  the  pelvis  in  which  it  was 
impacted.  The  stump  v/as  very  difficult  to  get  up,  but  after 
some  trouble  this  was  satisfactorily  accomplished.  The  sub- 
sequent progress  of  the  case  was  very  satisfactory,  and  the 
pins  were  removed  on  the  fifth  day.  There  were  some  symp- 
toms of  bladder  irritation,  owing  to  the  pressure  of  the  stump. 

Dr.  Heywood  Smith  asked  whether  Dr.  Edis  considered 
that  no  danger  attached  to  letting  go  the  stump  so  early,  viz., 
that  it  might  be  retracted  into  the  abdomen. 

Dr.  Bantock  said  that  he  did  not  consider  that  the 
annoyance  of  a  little  sloughing  of  the  skin  was  sufficient  to 
warrant  the  early  removal  of  the  pins,  even  in  cases  in  which 
the  pedicle  was  so  short  as  to  cause  sloughing  of  the  skin.  He 
would  be  afraid  that  the  traction  upon  the  pedicle  would, 
in  spite  of  the  serre-nceud^  have  a  tendency  to  put  the  recent 
adhesions  to  too  great  a  strain.  He  much  preferred  the 
method  which  he  had  several  times  illustrated  before  the 
Society,  by  means  of  which  all  the  risks  and  inconveniences 
incidental  to  such  a  practice  would  be  obviated.  This  plan 
consisted    in    separating  the   peritoneal   envelope   from   the 
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uterus,  then  stitching  the  edges  together,  putting  the  serre- 
nceud  on  the  raw  surface.  All  the  trouble  which  arose  from 
a  short  pedicle  would  thus  be  avoided. 

Dr.  Fenton  thought  that  Dr.  Edis  had  done  well  to 
bring  the  case  forward,  because  it  was  a  kind  of  fibroid  that 
caused  a  good  deal  of  trouble  to  the  patient  as  well  as  to  the 
man  who  proposed  to  operate.  It  was  often  said  at  a  consul- 
tation that  there  was  no  necessity  to  undertake  the  removal 
of  so  small  a  fibroid,  but  these  fibroids  were  precisely  the 
sort  of  tumour  that  caused  the  greatest  amount  of  suffering 
to  their  unfortunate  possessors,  on  account  of  their  accurately 
fitting  the  true  pelvis  and  exerting  so  much  pressure  on  many 
important  structures.  In  a  case  which  he  hoped  to  bring 
before  the  Society  he  had  removed  the  pins  on  the  fifth  day 
and  no  harm  had  resulted. 

The  President  said  he  thought  it  was  just  one  of  those 
cases  in  which  nothing  could  afford  relief  short  of  an  opera- 
tion. If  allowed  to  go  on  it  was  sure  to  become  strangulated, 
and  the  President  asked  whether  it  would  not  have  been  wise 
to  have  removed  the  ovaries  at  the  same  time,  seeing  that  it 
was  a  case  of  fibro-sarcoma,  and  at  any  rate  to  push  the 
tumour  upwards  and  so  out  of  the  way  to  provide  more 
room  in  the  pelvis.  He  mentioned  a  similar  case  in  which 
a  lady  doctor  had  "  taken  the  shine "  out  of  the  male 
doctors.  The  latter  had  all  decided  that  nothing  could  be 
done,  although  the  sufferings  of  the  patient,  which  often  en- 
tirely prevented  micturition,  were  very  great,  and  the  lady 
doctor  took  upon  herself  to  push  the  tumour  up  out  of  the 
pelvis,  to  the  patient's  great  relief.  Fortunately  there  were 
no  adhesions  in  that  case. 

Dr.  Carfrae  mentioned  a  case  in  which  this  procedure 
had  been  adopted  without  affording  any  relief  beyond  enabling 
the  patient  to  empty  the  bladder.  The  pain  and  discomfort 
remained  the  same. 

Dr.  Edis  said  he  only  suggested  the  removal  of  the  pins 
on  the  fifth  day,  and  not  on  the  second  or  third  day  as 
mentioned  by  Dr.  Heywood  Smith.     He  had  taken  care  to 
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sew  up  the  peritoneum  securely ;  moreover,  he  had  tried  the 
plan  before  without  any  mishap.  Even  if  the  patient  vomited 
he  did  not  see  that  there  could  be  any  great  risk.  He  had 
tried  various  tricks,  with  the  object  of  distributing  the  pres- 
sure of  the  pins,  but  without  success.  Without  altogether 
advocating  the  plan  of  the  early  removal  of  the  pins  he 
thought  the  practice  was  worthy  of  a  trial.  He  had  observed 
that  it  was  the  practice  with  certain  American  surgeons  to 
remove  the  stitches  on  the  second  day,  and  the  patients  did  not 
seem  to  have  been  any  the  worse  for  it.  He  objected  to  their 
being  blindly  guided  by  precedent  in  such  matters.  He  had 
often  remarked  in  taking  out  silk  sutures  a  line  of  suppuration 
in  their  wake,  and  if  this  could  be  safely  avoided  he  thought  it 
was  desirable  to  do  so.  For  his  own  part  he  proposed  in  future 
to  remove  the  stitches  early  and  afford  the  necessary  support 
by  means  of  strips  of  plaster.  When  he  was  obstetric  physi- 
cian at  the  Middlesex  Hospital  he  was  not  allowed  to  operate, 
and  he  had  had  recourse  to  every  imaginable  trick  to  relieve 
these  cases  without  operation.  He  had  sometimes  succeeded 
in  pushing  up  the  tumour,  but  now  that  he  had  a  free  hand 
he  preferred  the  more  radical  measure  which  disposed  once 
and  for  all  of  the  growth.  The  case  he  had  brought  forward 
was  not  one  in  which  the  pushing  up  of  the  tumour  would 
have  done  any  good,  for  one  of  the  ovaries  was  also  diseased. 
Dr.  Heywood  Smith  showed  a  tumour  which  he  had 
enucleated  on  the  previous  day  from  a  lady  aged  fifty-eight 
who  had  been  married  thirty-seven  years,  and  had  been 
pregnant  fourteen  times.  Menstruation  had  ceased  when  she 
was  fifty,  having  probably  been  kept  up  by  the  presence  of 
the  fibroid.  She  had  consulted  a  medical  man  last  August, 
who  thought  that  she  had  a  polypus.  When  he  saw  her  a 
few  days  since  it  appeared  to  him  to  be  a  fibroid  involving  the 
anterior  lip  of  the  cervix.  Previous,  however,  to  the  opera- 
tion he  found  that  it  was  much  more  formidable  than  he  had 
supposed,  for  it  turned  out  to  be  attached  to  the  fundus  and 
right  down  to  the  cervical  edge.  He  drew  it  down  with  the 
vulsellum  and  cut  part  of  it  away  with  scissors.     He  then 
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managed  to  get  hold  of  the  whole  mass  and  passed  the  wire 
of  the  ecraseur  round  the  remainder  of  the  tumour.  He 
called  attention  to  the  forceps  which  he  used  to  complete 
the  removal  of  the  tumour  after  it  had  been  separated.  He 
used  matico  and  packed  the  cavity  of  the  uterus  with  iodised 
wool  having  first  irrigated  with  hot  water. 

Dr.  Heywood  Smith  also  showed  a  pelvis  constructed 
in  a  plastic  material  which  allowed  of  its  being  bent  into 
various  forms  so  as  to  demonstrate  the  varieties  of  pelvic 
deformity.  Also  a  Reverdin's  needle  for  applying  sutures 
which  materially  shortened  the  time  required  for  that  other- 
wise tedious  part  of  the  operation.  Thanks  to  this  ingenious 
device  the  whole  operation,  including  the  removal  of  the 
ovaries,  only  took  seventeen  minutes. 

Dr.  PuRCELL  said  that  on  two  occasions  he  had  used 
midwifery  forceps  for  the  purpose  of  delivering  the  tumour 
per  vaginain,  after  having  separated  it  by  means  of  the 
ecraseur. 

Dr.  Bantock  asked  whether  the  tumour  was  not  semi- 
pedunculated  or  sessile. 

Dr.  Smith  said  it  seemed  to  start  at  the  fundus,  but  it 
was  adherent  right  down  to  the  cervix.  It  was  covered  by 
mucous  membrane. 

Dr.  Bantock  observed  that  this  was  a  very  difierent 
thing  from  the  enucleation  of  an  intra-mural  fibroid. 

Dr.  Fenton  observed  that  it  was  an  interesting  feature 
that  the  patient  was  58  years  of  age,  because  one  was  often 
met  with  the  objection,  on  proposing  to  operate  on  a  woman 
of  40,  that  the  symptoms  would  cease  about  the  age  of  45. 
Every  day  one's  experience  widened,  and  one  saw  that  these 
fibroids  did  not  cease  to  cause  pain  and  haemorrhage  at  the 
climacteric.  Dr.  Smith  added  that  the  patient's  last  child  was 
born  when  she  was  42,  l6]4  years  ago. 

Mr.  BOWREMAN  Jessett  read  the  notes  of  a  case  of 
vaginal  hysterectomy  operated  upon  on  the  previous  Satur- 
day. The  interest  of  the  case  lay  in  that  two  years  before  a 
polypus  had  been  removed  from  the  uterus.  After  that  there 
had  been  a  good  deal  of  haemorrhage,  and  in  February,  1889, 
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she  had  been  admitted  to  the  Samaritan  Hospital,  where  she 
received  considerable  relief.  In  September  last  year  she 
again  had  a  mass  of  disease  in  the  uterus,  and  was  bleeding 
profusely,  as  a  consequence  of  which  she  was  profoundly 
anaemic.  He  removed  the  mass  by  means  of  a  Volckman 
spoon,  and  cauterised  the  stump  with  chloride  of  zinc.  The 
growth  proved  to  be  a  fibro-sarcoma.  About  a  month  ago 
she  was  again  admitted  under  his  care,  and  he  found  a  mass 
in  the  uterus  which  was  subsequently  propelled  into  the 
vagina.  He  hoped  to  enucleate  it,  but  it  was  so  intimately 
adherent  to  the  uterus  that  he  proceeded  to  remove  the  entire 
organ.  It  was  interesting  to  notice  that  the  growth  appeared 
to  spring  from  the  left  cornu  of  the  uterus,  which  was  com- 
pletely inverted  and  had  dragged  down  the  Fallopian  tubes 
with  it.  In  performing  the  operation  he  had  adopted  the 
plan  of  laying  open  the  peritoneal  sac  between  the  uterus  and 
the  bladder,  and  then  with  the  fingers  tearing  the  peritoneum 
freely  open,  doing  the  same  thing  with  Douglas's  pouch.  He 
then  put  two  long  pairs  of  forceps  on  the  broad  ligaments 
close  to  the  uterus,  dividing  the  tissue  between.  Considering 
the  size  of  the  growth,  it  was  astonishing  how  little  difficulty 
there  was  in  removing  it.  He  ligatured  the  broad  ligaments 
afterwards,  and  ligatured  the  ovarian  arteries,  and  the  patient 
was  progressing  favourably. 

The  President  asked  whether  it  would  not  have  been  wise 
to  have  removed  the  ovaries  at  the  same  time,  seeing  that  it 
was  a  case  of  fibro-sarcoma. 

Dr.  PuRCELL  observed  that  it  was  fortunate  there  were  no 
adhesions,  and  that  the  uterus  came  down  so  easily.  The 
disease  did  not  appear  to  have  involved  the  outside  walls  of 
the  uterus,  therefore  Mr.  Jessett  was  justified  in  leaving  as 
much  of  the  broad  ligament  as  he  could. 

Mr.  Jessett,  in  reply,  said  the  growth  started  from  the 
walls  of  the  uterus,  and  it  was  this  that  had  inverted  the 
uterus  ;  while  endeavouring  to  enucleate  the  growth  he  tore 
through  the  walls  of  the  uterus  into  the  peritoneal  cavity 
before  he  expected  it.   The  reason  for  not  removing  the  whole 
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of  the  uterus  on  the  first  occasion,  three  months  before,  was 
that  it  was  not  until  he  had  removed  the  growth  on  that  occa- 
sion that  it  was  found  to  be  a  sarcoma. 

Dr.  Bantock  showed  a  specimen  of  soft  sarcoma  removed 
from  a  single  woman  of  36  ;  a  week  before  the  growth  of  the 
tumour  had  been  very  rapid,  and  lately  had  been  attended  by 
so  much  haemorrhage  that  it  incapacitated  her  from  her  work. 
She  was  seen  by  Dr.  Ingleby  Mackenzie,  and  was  sent  on  by 
him  to  the  Samaritan  Hospital.  This  case  illustrated  a  point 
which  had  already  been  under  discussion.  The  line  of  the 
peritoneum  was  very  high  on  the  growth,  and  it  was  one  of 
those  cases  in  which  the  pedicle  was  very  short,  and  if  he  had 
treated  it  in  the  ordinary  way,  by  putting  a  serre-nceiid  round 
including  the  peritoneum,  he  would  have  a  very  short  pedicle 
with  a  tremendous  drag  upon  it.  Indeed,  he  would  possibly 
hardly  have  been  able  to  get  the  pins  through  so  as  to  bring 
them  out  on  the  skin.  He  therefore  adopted  the  plan  which 
he  had  lately  had  several  times  had  occasion  to  bring  before 
their  notice.  He  first  of  all  put  on  an  elastic  ligature,  then 
divided  the  peritoneum  all  round,  stripping  it  down  to  the 
base  of  the  tumour.  Then  he  secured  the  ovarian  vessels  on 
either  side,  and  applied  the  serre-nostid  to  the  raw  surface,  the 
tumour  being  enucleated  away  down  to  the  level  of  the  inter- 
nal OS.  In  this  way  the  whole  of  the  pedicle  was  extra-peri- 
toneal. These  surfaces  were  stitched  together,  the  pins  being 
put  through  the  raw  surface  not  touching  the  peritoneum.  In 
that  way  there  was  very  little  drag  upon  it.  Probably  in 
consequence  of  this  there  had  been  no  constitutional  disturb- 
ance at  all.  The  uterine  cavity  was  rather  large,  it  felt  rather 
granular,  and  that,  no  doubt,  accounted  for  the  excessive 
haemorrhage.  He  observed  that  Dr.  Edis  seemed  inclined  to 
maintain  his  position  that  he  had  done  quite  right  in  removing 
the  pins  so  early  ;  but  he  recalled  a  case  in  the  old  days  of 
ovariotomy  when  the  clamp  was  the  usual  way  of  treating 
the  pedicle.  He  had  seen  the  pedicle  become  completely 
retracted  five  or  six  days  after  when  the  clamp  was  removed, 
and  the  patients  consequently  died.     In  a  case  of  his  own  he 
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had  applied  a  serre-noiud  and  a  couple  of  pins.  Quite  a  week 
after  the  patient  was  sick,  and  strained  considerably.  In 
consequence  of  this  the  peritoneal  adhesions  at  the  upper  part 
of  the  stump  gave  way,  and  the  intestines  came  through  the 
wound,  and  he  had  to  sew  it  up  again.  Fortunately  the  patient 
recovered.  Then  as  to  removing  the  stitches  early  in  a  case 
of  ovariotomy  in  a  fat  subject,  he  had  removed  the  whole  of 
the  stitches  on  the  seventh  day,  taking  the  opportunity  of 
showing  some  strangers  who  were  visiting  the  hospital  a 
wound  healed  by  first  intention  without  any  antiseptic  dress- 
ings. The  wound  was  perfectly  united,  but  on  the  following 
morning  the  patient  lifted  herself  out  of  bed,  when  the  abdomen 
suddenly  opened.  There  was  sudden  pain  in  the  abdomen. 
When  he  sat  at  the  usual  time,  the  patient  complained  of 
headache  and  discomfort,  nothing  more.  The  wound,  how- 
ever, had  given  way,  and  two  hours  later  he  was  sent  for  in  a 
great  hurry,  and  on  his  arrival  he  found  two  feet  at  least  of 
the  intestines  outside.  The  wound  had  given  way  for  nearly 
a  couple  of  inches.  He  cleaned  the  intestines  and  put  them 
back,  and  the  patient  recovered  without  a  bad  symptom. 
Since  then  he  had  been  very  careful  about  removing  the 
sutures.  Though  in  many  cases  they  might  escape  the 
accident,  yet  in  exceptional  cases  they  would  get  a  bad  result 
which  might  have  been  avoided.  He  himself  sometimes 
removed  the  alternate  stitches,  but  he  never  removed  all  of 
them  until  at  least  a  week  had  elapsed. 

The  next  specimen  was  of  another  sort,  and  it  illustrated 
the  two  methods  of  the  treatment.  They  were  two  specimens 
of  epithelioma  of  the  cervix  uteri.  The  first  one  was  from  a 
widow  lady,  aged  47,  the  mother  of  seven  children,  the 
youngest  being  17  years  of  age.  Menstruation  ceased  at  49, 
and  the  symptoms  first  showed  themselves  in  October  last. 
The  disease  must  have  progressed  very  rapidly,  for  in  January 
of  this  year  she  was  losing  very  freely,  and  became  excessively 
anaemic.  She  was  examined  in  Rome  by  Dr.  Thompson, 
who  removed  the  epitheliomatous  mass  and  cauterised  the 
cervix.     Fourteen  days  later  he  again  cauterised  the  cervix. 
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From  January  14  to  February  14  she  lost  no  more  blood,  and 
her  general  health  improved.  Then  the  bleeding  returned, 
and  the  cervix  was  once  more  cauterised.  Not  satisfied,  how- 
ever, with  the  condition  of  things,  Dr.  Thompson  had  sent  her 
to  England  to  place  herself  under  his  [Dr.  Bantock's]  charge. 
The  patient  arrived  about  the  end  of  February,  and  he  had 
operated  on  the  7th  March.  The  cervix  was  much  enlarged, 
and  there  was  no  other  means  of  removing  the  disease  short 
of  total  extirpation  of  the  uterus.  In  doing  this  he  cut  through 
the  peritoneum  before  and  behind  the  uterus  as  soon  as  pos- 
sible, and  divided  it  laterally  as  far  as  he  could.  He  then 
divided  between  the  forceps  and  the  uterus,  and  freed  the 
uterus  on  the  left  side  with  very  little  difficulty.  He  then 
brought  the  uterus  down  on  the  other  side,  and  snipped  away 
along  the  peritoneal  edge  until  he  saw  the  ovarian  vessels 
coming  into  view.  Then  he  put  a  ligature  on  the  ovarian 
vessels,  including  as  little  tissue  as  possible.  Lastly  he  applied 
a  ligature  and  removed  the  uterus.  There  was  a  little 
haemorrhage  on  the  right  side  on  removing  the  forceps.  It 
was  remarkable  how  little  constitutional  disturbance  there 
was  in  some  of  these  operations.  The  pulse  was  never  above 
80°,  nor  the  temperature  above  98*6°.  She  was  now  quite 
convalescent. 

The  other  specimen  was  removed  from  a  widow  woman, 
aged  36,  with  a  history  of  five  months'  duration.  She  had 
been  sent  to  him  the  previous  week,  and  he  had  at  once  recog- 
nised the  gravity  of  the  case,  and  had  operated  on  March  22nd. 
In  deciding  upon  the  operation  in  this  case  he  had  been  guided 
by  the  fact  that  he  could  get  round  the  whole  of  the  disease, 
finding  healthy  tissue  apparently  all  along  the  circumfer- 
ence. Before  applying  the  wire  for  the  electro-cautery,  he 
had  used  an  apparatus  which  he  showed  by  first  of  all  slipping 
the  india-rubber  cord  round  the  cervix  the  best  way  he  could. 
It  was  then  passed  through  the  instrument,  and,  by  simply 
pulling  it  until  it  was  taut,  that  formed  a  loop  through  which 
the  platinum  wire  could  easily  be  made  to  travel.  Then  the 
tube  was  detached  from  the  instrument  and  withdrawn.  There 
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was  not  the  slightest  appearance  of  blood  on  the  whole  surface. 
Before  the  operation  the  temperature  was  ioo*6°  Fahr.  Since 
then  it  had  fallen,  and  that  afternoon  it  was  at  least  one  degree 
below  what  it  was  prior  to  the  operation.  He  hoped  the  result 
would  be  satisfactory ;  but  whether  he  had  succeeded  in 
removing  the  whole  of  the  disease  time  alone  would  show. 
Judging,  however,  from  two  cases,  one  and  a-half  and  two 
years  ago  respectively,  there  was  reason  to  hope  that  this  was 
the  case,  for  in  those  there  had  been  no  recurrence  of  the 
disease. 

The  next  was  perhaps  the  most  interesting  specimen  of 
them  all.  It  was  removed  from  a  patient  aged  55,  and  com- 
prised a  foetus,  the  right  appendage  and  the  placenta.  The 
patient  was  the  mother  of  five  children.  On  February  25th, 
he  had  been  asked  to  see  her  by  Dr.  Morton.  She  had 
then  been  ill  a  fortnight ;  sixteen  days  before  she  had  been 
seized  with  sudden  pain  in  the  abdomen,  later  followed  by 
collapse.  She  was  kept  quiet  and  seemed  to  be  doing  well, 
but  at  the  end  of  the  fortnight  she  had  another  attack  of  pain 
and  collapse,  followed  by  a  third  two  days  later,  and  was  so 
bad  that  she  was  not  expected  to  live  through  the  night.  It 
was  then  that  he  had  been  asked  to  see  her  and  he  at  once 
confirmed  Dr.  Morton's  diagnosis  as  to  the  nature  of  the 
case.  It  was  at  first  a  question  as  to  whether  the  patient 
could  be  moved  to  the  hospital,  but  eventually  this  was 
carried  out  and  he  operated  at  once.  As  soon  as  the  peritoneal 
cavity  was  opened  a  large  quantity  of  blood  and  clots  escaped  ; 
he  passed  his  hand  down  towards  the  right  appendages  and 
at  once  got  hold  of  the  ruptured  cyst,  brought  it  out  and 
ligatured  it.  The  placenta  was  found  a  little  lower  down  and 
they  were  fortunate  enough  to  catch  the  foetus  as  it  was 
washed  out  with  the  discharge.  The  amount  of  blood  in  the 
peritoneal  cavity  might  be  judged  from  the  fact  that  he  had 
to  use  six  large  water  cans  of  hot  water  before  it  was 
thoroughly  cleared  away.  He  ought  evidently  to  have  con- 
tinued the  irrigation  longer,  for  two  hours  later  when  the 
nurse  emptied  the  drainage  tube,  it  was  so  bloody  that  she 
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thought  there  must  be  secondary  haemorrhage.  A  great  deal 
of  this  no  doubt  came  from  coagula  in  Douglas'  pouch.  The 
patient  had  done  very  well  and  he  hoped  she  would  be  able 
to  leave  the  hospital  in  the  course  of  the  following  week.  He 
did  not  remove  the  appendage  from  the  other  side  because  it 
seemed  to  be  healthy,  and  he  wanted  to  get  through  with 
the  operation  as  soon  as  possible.  With  regard  to  the  hot 
water  irrigation,  he  mentioned  as  a  remarkable  fact  that 
though  when  the  patient  was  put  upon  the  table  she  was 
blanched  and  pale,  by  the  time  the  operation  was  over  she 
was  in  a  profuse  perspiration  and  had  quite  a  colour  in  her 
cheeks.  There  was  just  a  commencement  of  peritonitis 
before  the  operation,  and  the  peritoneum  was  stained  quite 
dark  by  the  action  of  the  blood. 

Dr.  Heywood  Smith,  with  regard  to  the  first  case,  asked 
for  a  more  exuct  description  of  the  manner  of  dealing  with  the 
peritoneum.  Dr.  Bantock  had  spoken  of  stitching  the  flaps 
together,  and  this  was  not  very  clear  to  him.  What  he  wanted 
to  know  was  the  exact  position  of  the  peritoneal  edges  after 
the  wound  was  closed. 

Dr.  Bantock  demonstated  his  procedure.  First  he  applied 
a  ligature  outside  the  tumour,  covered  as  it  was  by  peritoneum. 
Then  he  opened  the  peritoneal  investment  and  applied  the 
serre-nmid  at  the  base  of  the  tumour,  this  time  inside  the 
peritoneum.  Having  removed  the  tumour,  there  only  remained 
to  stitch  together  the  layer  of  peritoneum,  covering  what  was 
the  base  of  the  tumour,  i.e.,  the  broad  ligament,  with  that  lining 
the  parietes. 

Dr.  Morton  said  this  served  to  illustrate  the  fact  that, 
although  the  symptoms  of  a  case  of  this  kind  might  be  well 
marked,  the  history  was  often  obscure  and  misleading.  The 
patient  did  not  consider  herself  pregnant  at  all.  The  fact  was 
elicited  that  it  was  six  weeks  between  her  last  periods,  and 
she  had  had  a  discharge  for  three  weeks.  It  was  also  rather 
inconsistent  with  what  they  had  been  taught  to  believe,  that 
most  of  these  cases  occurred  in  persons  who  had  been  sterile, 
owing,  as  Mr.  Tait  supposed,  to  loss  of  the  ciliated  epithelium 
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of  the  tubes.  This  woman  had  j^one  on  having  a  family  at 
regular  intervals  for  years,  the  last  child  having  been  born 
the  preceding  year.  There  were  evidently  three  successive 
haemorrhages,  one  on  Feb.  7th  at  nine  weeks,  very  severe  and 
threatening  life;  a  second  on  Feb.  20th;  and  a  final  one,  the 
most  severe  of  all,  on  the  22nd.  There  would  probably  have 
been  no  more  haemorrhage  after  this,  but  recovery  was  hardly 
to  be  looked  for. 

Mr.  BOWREMAN  JESSETT  said  he  fully  confirmed  what 
had  been  said  with  regard  to  the  removal  of  the  pins.  From 
his  experience  in  inguinal  colotomy,  in  drawing  out  a  loop 
of  intestine,  if  the  ligature  which  passed  through  the  meso- 
colon were  removed  too  early,  it  was  not  uncommon  for  the 
intestine  to  be  retracted  into  the  abdominal  cavity,  and  for 
faeces  to  escape  into  it.  This  had  occurred  in  one  case  of  his 
own,  and  he  had  seen  another  recorded  in  the  Afedical 
Journal^  in  which  the  sutures  were  removed  five  days  after 
the  operation,  and  the  adhesions  had  broken  down,  and  the 
intestines  drawn  into  the  abdominal  cavity. 

The  drag  upon  the  stump  of  a  fibroid  must  be  very  much 
greater  than  that  on  the  large  intestine  in  an  iliac  colotomy. 
With  reference  to  the  so-called  cases  of  epithelioma,  he  asked 
whether  they  were  really  epithelioma,  or  whether  the  term 
was  used  in  the  broad  sense  of  carcinoma.  He  considered 
that  genuine  epithelioma  of  the  cervix  was  very  rare.  In- 
deed, most  cases  of  carcinoma  commenced  in  the  canal  of 
the  cervix,  extending  to  the  os.  The  former  were  usually 
either  cylindroma  or  scirrhus.  It  was  very  rare  to  get  a  true 
squamous  epithelioma  commencing  from  the  os.  Some  care 
ought,  therefore,  to  be  shown  in  the  use  of  the  term  epithe- 
lioma. With  regard  to  extirpation  of  the  uterus  in  Dr. 
Bantock's  second  case,  he  asked  whether  the  vaginal  walls 
were  involved  in  the  growth.  Judging  from  the  specimen, 
this  appeared  to  be  the  case.  If  this  were  so,  he  asked 
what  Ur.  Bantock's  experience  was  as  to  the  advantages 
of  removing  the  whole  of  the  uterus  in  such  cases.  They 
could   see  that   the   disease   extended   through   the   uterine 
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tissue,  but  whether  it  affected  the  vaginal  wall  or  not  was 
not  clear  from  the  specimen.  For  his  own  part,  when  the 
vaginal  walls  were  implicated,  he  thought  vaginal  hysterec- 
tomy useless.  In  respect  of  the  other  case,  he  observed  that, 
from  the  look  of  the  specimen,  the  disease  appeared  to  extend 
up  the  cervical  canal,  probably  beyond  the  point  of  removal. 
The  wire  seemed  to  have  passed  very  close  to  the  disease,  if 
not  through  it ;  and  if  it  extended,  as  it  usually  did,  far  up 
the  cervical  canal,  there  would  still  be  some  diseased  tissue 
left.  In  that  case,  he  could  not  help  thinking  that,  by  using 
the  scissors  and  so  removing  a  conical  portion  of  the  uterus, 
he  might  have  got  well  above  the  internal  os,  and  a  more 
favourable  result  anticipated.  This,  in  his  opinion,  was  a 
very  important  point. 

Dr.  Heywood  Smith,  with  regard  to  the  case  of  ectopic 
gestation,  asked  Dr.  Morton  how  soon  there  were  any 
symptoms  of  abnormality  in  the  course  of  the  pregnancy 
either  on  one  side  or  the  other ;  also  as  to  the  condition 
of  the  mammary  glands.  Mr.  Jessett  had  anticipated  his 
remarks  as  to  the  other  specimens.  Bearing  in  mind  what 
Mr.  Jessett  had  said  about  the  development  of  the  growth 
downwards,  he  thought  the  glandular  part  of  the  uterus  was 
apt  to  take  on  a  low  and  somewhat  similar  growth.  He 
advocated  cutting  out  a  conical  piece  of  the  cervix  or  remov- 
ing the  whole  of  the  mucosa  of  the  cavity. 

Dr.  PuRCELL  said  the  Society  was  to  be  congratulated  upon 
the  progress  that  hysterectomy  had  made.  Since  he  read  his 
report  of  six  such  cases  it  had  certainly  come  more  into 
favour.  Vaginal  hysterectomy  was  also  on  the  increase,  and 
if  suitable  cases  were  submitted  to  the  operation  they  would 
obtain  a  better  mortality  record,  for  this  at  present  was  very 
high.  In  his  own  cases  it  was  339.  He  was  fortunate  in  the 
start,  having  no  death  at  all  in  the  first  four  cases.  The 
whole  question  lay  in  whether  the  disease  had  infected  the 
mucous  membrane  of  the  vagina.  If  these  cases  were  not 
operated  upon  they  had  proliferating  cells  in  the  cellular 
tissue  that   led  to   recurrence   before  the   wound    was   well 
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healed.  The  operation  was  generally  carried  out  in  the  way 
already  described  by  Mr.  Jessett.  The  main  feature  was  to 
secure  the  uterine  arteries,  and  in  the  after  treatment  the  use 
of  the  drainage  tube  with  the  free  syringing  out  with  a 
solution  of  iodised  water,  keeping  the  parts  clean  and  without 
suppuration. 

Dr.  Edis  said  he  only  suggested  the  removal  of  the  pins  on 
the  fifth  day  and  not  on  the  second  or  third  day  as  mentioned 
by  Dr.  Heywood  Smith.  He  had  taken  care  to  sew  up  the 
peritoneum  securely,  moreover  he  had  tried  the  plan  before 
without  any  mishap.  Even  if  the  patient  vomitted  he  did  not 
see  that  there  would  be  any  great  risk.  He  had  tried  various 
methods  with  the  object  of  distributing  the  pressure  of  the 
pins,  but  without  success.  Without  altogether  advocating  the 
practice  of  the  early  removal  of  the  pins,  he  thought  the  plan 
was  worthy  of  a  trial.  He  had  observed  that  it  was  the  prac- 
tice with  certain  American  surgeons  to  remove  the  stitches 
on  the  second  day,  and  the  patients  did  not  seem  to  have 
been  any  the  worse  for  it.  He  objected  to  their  being  blindly 
guided  by  precedent  in  such  matters.  He  had  often  remarked 
in  taking  out  silk  sutures  a  line  of  suppuration  in  their  track, 
and  if  this  could  be  safely  avoided  he  thought  it  was  desirable 
to  do  so.  For  his  own  part  he  proposed  in  future  to  remove 
the  stitches  early  and  afford  the  necessary  support  by  means 
of  strips  of  plaster.  When  he  was  obstetric  physician  at  the 
Middlesex  Hospital  he  was  not  allowed  to  operate  and  he  had 
had  recourse  to  every  imaginable  plan  to  relieve  these  cases 
without  operation.  He  had  sometimes  succeeded  in  pushing 
up  the  tumour,  but  now  that  he  had  a  free  hand  he  preferred 
the  more  radical  measure  which  disposed  once  and  for  all  of 
the  growth.  The  case  he  had  brought  forward  was  not  one  in 
which  the  pushing  up  of  the  tumour  would  have  done  any 
good,  as  one  of  the  ovaries  was  also  diseased. 

Dr.  Edis  said  that  no  intestine  could  have  come  out  in 
the  cases  in  which  he  removed  the  stitches.  The  long  strips 
of  plaster  were  placed  not  only  across  the  cut  but  were  made 
to  encircle  the  pelvis.   The  patient  might  do  what  she  liked 
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for  she  could  not  possibly  force  the  abdomen  open — indeed 
the  abdomen  was  very  much  firmer  than  with  the  stitches. 

Dr.  Morton  pointed  out  that  the  woman  herself  was  not 
aware  that  she  was  pregnant.  She  had  menstruated  nine 
weeks  before  the  rupture  occurred,  and  during  the  last  three 
weeks  she  supposed  she  was  menstruating  again.  There  was 
no  pain  until  the  attack  which  marked  the  occurrence  of  the 
first  attack  of  haemorrhage.  He  did  not  think  they  could 
attach  much  importance  to  the  mammary  signs  in  a  poor 
woman  with  many  children.  In  any  case  nothing  was  ob- 
served. 

Dr.  Bantock  said  he  was  glad  that  Dr.  Morton  had 
supplemented  the  history  of  the  case.  It  was  one  of  those 
cases  in  which  no  assistance  was  given  by  the  physical  signs 
usually  characteristic  of  pregnancy.  Seeing  that  the  preg- 
nancy was  of  such  short  duration,  no  one  would  think  of 
expecting  the  mammary  areola  to  show  anything  in  a  woman 
who  had  had  several  children.  Nor  would  there  be  any  signs 
to  lead  anyone  even  to  suspect  pregnancy.  One  was  there- 
fore driven  to  rely  upon  the  condition  of  the  patient  after  the 
haemorrhage.  So  far  as  he  had  been  able  to  make  out  in  the 
first  case  of  epithelioma,  the  vaginal  walls  were  not  infected. 
The  cervix  and  the  os  presented  a  cap-shaped  appearance, 
and  that,  apart  from  the  physical  examination  and  the  ap- 
pearance of  the  parts  as  seen  through  the  speculum,  had  led 
him  to  infer  that  the  vagina  was  quite  free.  He  thought 
that  was  proved  in  the  course  of  the  operation,  for  there  was  a 
clear  rim  of  healthy  vaginal  mucous  membrane  around  the  os. 
He  hoped  therefore  that  the  result  would  be  completely  suc- 
cessful. With  reference  to  Mr.  Jessett's  questions  as  to  the 
microscopical  appearances  in  these  cases,  he  confessed  that  he 
knew  and  cared  very  little  about  them.  He  had  more  confi- 
dence in  macroscopical  than  in  the  microscopical  appearances. 
He  had  yet  to  learn  that  the  microscope  would  tell  them 
anything  in  any  particular  case  the  nature  of  the  case  and 
contradict  clinical  observation.  When,  therefore,  Mr.  Jessett 
questioned  him  as  his  diagnosis  in  this  case  he  could  only 
say   that   he  was   speaking   of    what    had   been   for   many 
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years  regarded  as  epithelioma,  viz.,  a  growth  presenting  that 
peculiar  appearance  which  led  to  the  use  of  the  term  cauli- 
flower excrescence,  a  condition  which  led  to  excessive  haemor- 
rhage the  moment  they  touched  its  surface.  In  the  first 
instance  the  disease  was  usually  confined  to  the  cervix  alone. 
The  second  case  illustrated  this  in  a  very  remarkable  way. 
The  moment  one  pressed  the  tumour  it  bled  furiously,  it  pre- 
sented the  cauliflower  appearance,  also  a  rim  of  cervix  quite 
free  from  disease.  It  was  because  of  this  that  he  had  adopted 
the  particular  method  of  treatment.  Had  it  encroached  upon 
the  vaginal  wall  he  would  have  performed  vaginal  hysterec- 
tomy. When  they  remembered  that  in  this  case  of  what  he 
called  epithelioma  the  disease  originated  around  the  circle  of 
the  OS  and  only  turned  to  the  cervical  canal  by  degrees,  they 
had  a  better  chance  of  removing  the  disease  by  taking  away 
the  cervix  than  in  an  ordinary  case  of  carcinoma.  With  refer- 
ence to  Dr.  Edis's  remarks  as  to  the  removal  of  the  stitches 
in  the  case  which  he  (Dr.  Bantock)  had  referred  to,  in  which 
the  wound  had  given  way  a  week  after  the  operation,  he 
had,  as  he  always  did,  employed  strips  of  adhesive  plaster, 
in  spite  of  which  the  wound  gave  way ;  and  when  Dr.  Edis 
said  that  this  was  impossible,  he  was  afraid  that  the  facts 
were  against  him. 

The  Society  then  adjourned. 
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REVIEWS. 

A  Text-Book  of  Obstetrics^  including  the  Pathology  and  Thera- 
peutics of  the  Puerperal  State,  designed  for  Practitioners 
a7id  Students  of  Medicine.  By  Dr.  R  WiNCKEL,  Pro- 
fessor of  Gynaecology,  and  Director  of  the  Royal  Hospital 
for  Women,  Member  of  the  Supreme  Medical  Council, 
and  of  the  Faculty  of  Medicine  in  the  University  of 
Munich.  Translated  from  the  German  with  permission 
of  the  Author,  under  the  supervision  of  Dr.  CLIFTON 
Edgar,  A.M.,  M.D.,  with  190  illustrations.  Edinburgh 
and  London  :  Young  J.  Pentland,  1890. 

In  the  present  work  the  aim  of  the  translator  has  been 
to  faithfully  and  accurately  reproduce  in  English  Professor 
Winckel's  Text-Book  of  Obstetrics.  How  far  success  has 
attended  the  undertaking  must  be  left  to  those  capable  of 
judging  to  decide.  In  some  of  the  passages  the  translation 
reads  somewhat  stiffly,  and  upon  comparison  with  the  original, 
these  sentences  are  found  to  be  rather  literal  in  the  rendering 
of  them  into  English ;  the  explanation  offered  is,  that  where 
in  a  given  passage  the  question  arose  between  style  on  the 
one  hand  and  precision  upon  the  other,  the  choice  has  in- 
variably been  in  favour  of  the  latter. 

Professor  Winckel  commences  his  work  with  an  historical 
introduction,  in  which  we  find  some  new  and  interesting 
matter. 

There  is  a  short  but  clear  account  of  the  development  of 
the  ovum  embryo  and  foetus.  Dr.  Winckel's  views  on  the 
treatment  of  ectopic  gestation  are  not  in  line  with  the 
latest  advance  in  this  country.  He  says  : — "  My  views  and 
observations  agree  most  closely  with  those  of  Freund,  who 
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advises  to  kill  the  foetus  in  all  cases  within  the  first  three 
months  by  aspiration  (better  by  an  injection  of  morphine). 
If  this  does  not  succeed,  he  advises  expectant  treatment,  but 
never  operation  ;  when  the  foetus  is  living,  laparotomy  shortly 
before  term;  when  the  foetus  is  dead,  to  delay  as  long  as 
possible  ;  when  an  abscess  forms,  laparotomy,  sewing  the  foetal 
sac  to  the  abdominal  wall,  then  opening  of  the  sac,  allowing 
the  placenta  and  membranes  to  come  away  spontaneously, 
disinfecting  the  cavity  and  packing  it  with  cotton."  The 
sections  on  the  different  obstetric  operations  are  very  clearly 
explained,  and  admirably  illustrated. 

In  the  chapter  on  Porro's  operation,  the  author,  in  dis- 
cussing the  operation  of  gastro-elytrotomy,  says  this  operation 
has  no  future.  We  quite  endorse  the  opinion  of  the  author,  that 
it  is  an  operation  which  rests  on  false  premises  concerning  the 
peritoneum ;  it  is  much  more  difficult  than  the  ordinary  Cai- 
sarian  section  ;  the  adjoining  organs,  especially  the  bladder, 
are  easily  injured  in  it ;  the  entrance  of  vaginal  and  uterine 
secretions  during  the  operation  is  unavoidable ;  the  resistance 
of  the  cervix,  in  case  the  os  is  not  yet  fully  dilated,  is  very 
great,  and  therefore  the  child's  life  is  much  more  jeopardized 
on  account  of  the  cramped  space  than  in  the  classical 
Caesarian  section.  Finally,  it  seems  highly  probable,  because 
of  the  unfavourable  direction  of  the  traction,  that  deep  lacera- 
tions of  the  cervix  into  the  lower  segment  of  the  uterus  are 
almost  unavoidable,  and  above  all,  the  traumatism  (extreme 
stretching,  contusion,  forcible  introduction  of  the  hand)  is 
much  more  severe  than  in  the  other — in  other  words,  the  prog- 
nosis would  be  bad  for  the  healing  of  the  wound. 

Taken  as  a  whole  the  work  reflects  great  credit  on  Pro- 
fessor Winckel.  The  translation  is  a  faithful  one,  and  is  more 
than  usually  free  from  error.  We  can  conscientiously  recom- 
mend a  perusal  of  this  book  to  those  who  wish  to  be  placed 
du  courant  with  the  latest  advances  made  on  the  subject  of 
obstetrics, 
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A  System  of  Practical  and  Scientific  Physiognomy,  or  how  to 
Read  Faces  ;  being  a  Manual  of  Instruction  in  the  Know- 
ledge of  the  Human  Physiognomy  and  Orgajiism,  embracing 
the  Discoveries  of  located  signs  of  Character  in  the  Body 
and  Face,  as  shown  by  tlie  fine  natural  divisions  of  the 
Countenance.  By  MARY  OLMSTED  STANTON,  author  of 
"  A  Practical  and  Scientific  Treatise  on  Physiognomy ;  " 
"  A  Chart  for  the  Delineation  of  Mental  and  Physio- 
logical Characteristics,"  &c. ;  2  vols,,  profusely  illustrated. 
Philadelphia  and  London  :  F.  A.  Davis,  publisher,  1890. 

The  author  states  :  "  Man's  knowledge  of  himself  seems 
not  to  have  kept  pace  with  the  knowledge  of  his  surroundings. 
It  is  time,  therefore,  that  there  should  be  an  accordance  of 
intelligence  between  the  two,  in  order  that,  through  man's 
comprehension  of  his  powers  and  possibilities,  he  may  by 
scientific  methods  assist  in  improving  his  own  life,  and  in 
perpetuating  a  race  which  shall  be  an  improvement  on  the 
present  one.  This  can  come  only  through  a  knowledge  of 
anatomy,  physiology,  physiognomy,  and  hygienic  law  practi- 
cally applied.  I  have  endeavoured  to  put  this  science  in  as 
plain  and  simple  language  as  possible,  in  order  that  the  non- 
scientific  reader  may  not  be  confused  by  an  ambiguous  termi- 
nology. The  method  of  classification  used  in  this  system  of 
science  is  in  accord  with  that  observed  by  all  naturalists  in 
their  classifications  of  the  lower  animals,  and  is  based  on  the 
forms  of  the  human  organism,  which  are  produced  by  the  inter- 
mingling of  the  vegetative,  the  thoracic,  the  muscular,  the 
osseous,  and  brain  and  nerve  systems.  These  are  treated  in 
the  order  of  evolution,  from  the  first  evolved  to  the  latest 
acquired — the  true  and  perfected  cerebral  system." 

The  work  is  of  undoubted  interest  and  value.  It  forms, 
among  other  things,  a  complete  illustrated  biography  of  a 
very  large  number  of  the  celebrated  men  and  women  of  the 
world.  As  far  as  we  can  judge,  the  criticisms  of  the  author 
are  almost  invariably  just  and  instructive.  Indeed,  much 
interesting  new  light  is  thrown  by  Miss  Stanton  upon  the 
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physiognomy  and  general  nature  of  the  individuals  whom  she 
has  subjected  to  analysis.  We  can  thoroughly  recommend 
the  work  to  all  those  interested  in  the  study  of  practical  and 
scientific  physiognomy. 


Practical  Electricity  in  Medicine  and  Surgery.  By  G.  A. 
LlEBiG,  Junr,,  Ph.D.,  Assistant  in  Electricity,  John 
Hopkins  University  ;  Lecturer  on  Medical  Electricity, 
College  of  Physicians  and  Surgeons,  Baltimore ;  Member 
of  the  American  Institute  of  Electrical  Engineers,  &c. ; 
and  George  H.  Roh^,  M.D.,  Professor  of  Obstetrics 
and  Hygiene,  College  of  Physicians  and  Surgeons, 
Baltimore;  Visiting  Physician  to  Bay  View  and  City 
Hospitals ;  Director  of  the  Maryland  Maternite : 
Associate  Editor  "  Annual  of  the  Universal  Medical 
Sciences."  Profusely  illustrated.  Philadelphia  and 
London  :   F.  A.  Davis,  publisher,  1890. 

The  authors  have  endeavoured  to  set  forth  in  this  book, 
in  a  concise  way,  the  fundamental  principles  which  are 
involved  in  the  application  of  electricity  in  medical  and 
surgical  practice.  Electricity  is  a  study  which  ptesents  many 
difficulties,  and  that  to  arrive  at  a  practical  knowledge  of 
the  subject  (which  is,  without  question,  the  knowledge  de- 
manded by  the  physician),  whatever  reading  is  undertaken, 
should  be  supplemented  by  as  much  work  as  possible  in 
the  laboratory. 

The  time  required  for  an  apprenticeship  of  this  kind, 
is,  however,  greater  than  the  inclination,  and  indeed,  the 
duties,  of  the  medical  practitioner  will  permit.  A  treatise 
on  medical  electricity,  therefore,  to  be  of  any  value  to  the 
physician  or  the  medical  student,  should  be  eminently 
practical,  and  should  deal  with  such  matters  only  as  have 
a  direct  bearing  upon  the  requirements  of  the  practitioner. 
The  book  should  be  free  from  unnecessary  technicalities, 
and  only  so  much  attention  should  be  devoted  to  theory  as 
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is  demanded  in  the  explanation  of  such  phenomena  as  are 
presented  in  the  medical  and  surgical  uses  of  electricity. 
In  Part  I.  the  authors  discuss  in  an  explicit  way  the  various 
forms  of  electrical  and  magnetic  apparatus  likely  to  be  of 
use  to  the  physician  in  his  daily  experience  with  electricity, 
as  well  as  the  most  suitable  arrangement  of  all  for  any  given 
work ;  the  construction  and  use  of  galvanometers  ;  the  theory 
of  chemical  actions  taking  place  in  the  storage-cell  or 
accumulator,  and  the  best  methods  of  caring  for  such 
batteries. 

In  Part  II.  are  plainly  pointed  out  the  effects  of  electric 
currents  upon  the  various  tissues  and  organs  of  the  body 
in  health,  and  it  is  there  shown  how  these  effects  are  modified 
by  disease.  The  methods  by  which  these  modifications  are 
utilized  for  the  purpose  of  diagnosis  are  also  indicated. 

In  Part  III.  the  applications  of  electricity  in  the  treatment 
of  disease  are  considered.  The  methods  by  which  electricity 
is  made  available  for  therapeutic  purposes  are  described,  and 
in  subsequent  chapters  the  modes  of  application  of  this  agent 
in  the  treatment  of  the  diseases  of  the  various  organs  are 
indicated. 

On  page  373  is  given  the  history  of  a  case  of  "  elephantiasis 
arabum,"  with  illustrations  of  the  cure  effected  by  the  treat- 
ment employed,  which  the  authors  give  a  clear  account  of, 
and  in  which  case  electrolysis  was  used  with  beneficial 
results.  The  book  is  profusely  illustrated  throughout,  and 
contains  a  great  deal  of  useful  information,  and  we  can 
strongly  recommend  it  to  those  employing  electricity  in 
medicine  and  surgery. 


Handbook  of  Obstetric  Nursing.  By  Francis  W.  N.  Haul- 
TAIN,  M.D.,  F.R.C.P.Ed.,  Physician  to  the  Royal  Dis- 
pensary ;  late  Clinical  Assistant  to  Physician  for  Diseases 
of  Women,  Royal  Infirmary,  Edinburgh ;  and  J.  Haig 
Ferguson,  M.B.,  F.R.C.P.Ed.,  Physician  to  the  Newtown 
Dispensary ;  Clinical  Gynaecological  Tutor,  Royal  Infir- 
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niary ;  late  Resident  Physician,  Royal  Maternity  Hospital ; 
President    Royal    Medical    Society,   Edinburgh.      With 
coloured  plate  and  twenty-nine  wood  engravings.     Edin- 
burgh and  London  :  Young  J.  Pentland,  1889. 
Dr.  Haultain  and  Dr.  Ferguson  have  produced  an  extremely 
useful  handbook  for  the  guidance  of  monthly  nurses.  Especial 
feature  has  been  made  of  the  use  of  antiseptics ;  the  authors 
have  wisely  devoted  a  whole  chapter  to  this  subject.      Rules 
are  given  as   to  washing  hands,  diapers,  catheters,  vaginal 
tubes,  syringes,  sponges,   douches,  dirty  sheets ;  death,  and 
visitors.     It  will  be  seen  from  the  above  list  that  nothing  is 
omitted. 

The  work  contains  a  description  of  the  pelvis  and  female 
generative  organs,  a  chapter  on  menstruation  and  growth  of 
the  ovum.  The  management  of  normal  labour  and  of  the 
puerperium  are  carefully  described.  The  illustrations  are 
numerous  and  well  selected.  There  is  a  useful  glossary  of  the 
technical  terms  used  in  the  book.  The  work  is  well  designed, 
and  will  thoroughly  fulfil  the  purpose  for  which  it  was 
intended. 
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Retroversion  and  Retroflexion  of  the  Gravid  Uterus. 

By  Halliday  Croom. 
Dr.  Halliday  Croom  relates  an  instructive  case  of  retro- 
flexion of  the  gravid  uterus,  and  illustrates  it  by  drawings  of 
sections.  The  especially  interesting  points  are  :  (i)  The  ex- 
tremely altered  state  of  the  cervix  uteri  by  thinning  from 
compression,  rendering  it  difficult  to  define  under  examina- 
tion. (2)  The  curious  fact  that  after  Dr.  Croom,  Dr.  Haultain 
and  Dr.  Milne  Murray  had  passed  the  catheter  without 
drawing  any  fluid  whatever,  a  probationer-nurse,  who  had 
never  passed  a  catheter  before,  drew  off"  at  once  116  ounces  of 
urine,  of  claret  colour,  ammoniacal  and  containing  pus  and 
blood.  Dr.  Croom  describes  the  partial  relief  of  the  bladder 
by  overflow  under  reflex  contraction,  and  says  this  condition 
illustrates  excellently  well  the  axiom  that  "frequent  mic- 
turition is  a  sign  of  retention  of  urine."  The  process  is 
described  in  "  Barnes'  Obstetric  Medicine  and  Surgery,"  and 
the  "  aphorism,"  of  which  Dr.  Croom's  "  axiom  "  seems  to  be 
a  new  version,  is  thus  stated  :  "  dribbling  of  urine  is  a  sign  of 
retention."  The  patient,  after  reposition  of  the  uterus,  died, 
and  thus  gave  the  opportunity  for  making  some  excellent 
dissections  and  drawings.  The  case  is  a  sad  illustration  of 
what  follows  from  failure  to  make  a  correct  diagnosis  in  time 
to  avert  impending  catastrophe — when  admitted  under  Dr. 
Croom's  care  it  was  too  late. 

Spondylolisthesis. 

A  warm  discussion  has  taken  place  between  Dr.  Lambl 
and   Dr.  F.  L.  Neugebauer,  junior,  on  the  subject  of  the 
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etiology  of  spondylolisthesis.  Dr.  Lambl,  in  language  not 
consonant  with  rational  methods  of  scientific  inquiry,  attacks 
Neugebauer's  theory  that  the  sliding  of  the  vertebrae  is  always 
produced,  in  extra-uterine  life,  without  the  intervention  of  any 
primitive  dyscrasia  or  disease  of  the  bones.  He  insists  upon 
the  truth  of  the  theory  he  has  adopted  from  Ritgen  (1853), 
who  suggested  that  the  primary  cause  was  hydrorrhachis.  He 
fails  to  support  his  absolute  conclusion  by  facts.  On  the  other 
hand  Neugebauer,  in  temperate  spirit,  cites  abundant  evidence 
against  the  theory  of  hydrorrhachis.  The  testimony  of  Breslau 
may  be  taken  as  expressing  the  opinions  of  most  of  the 
authorities  who  have  made  objective  investigations.  "  Breslau, 
minutely  examining  his  second  case  by  the  light  of  Lambl's 
memoir,  finds  in  it  no  support  for  Lambl's  theory,  and  fore- 
tells for  that  theory  a  heavy  fall;  he  discovers  no  interculary 
verterbra ;  he  finds  no  scar  or  other  trace  of  hydrorrhachis." 
Admitting  that  every  pathological  question  is  of  more  or  less 
importance,  we  cannot  help  doubting  whether  this  particular 
one  has  not  been  the  occasion  of  superfluous  controversial 
ardour.  At  least,  in  such  prominent  development  as  to  con- 
stitute a  real  difficulty  in  parturition,  spondylolisthesis  is 
certainly  very  rare.  After  all,  it  may  very  well  be  that  all 
cases  are  not  to  be  traced  to  one  cause.  There  may  be 
varieties  of  spondylolisthesis.  Hydrorrhachis,  or  some  other 
intra-uterine  condition,  may  explain  some  cases,  whilst  others, 
the  great  majority  probably,  are  due  to  accidents  occurring  in 
extra-uterine  life.  One  great  impediment  to  the  attainment 
of  scientific  truth  is  that  unfortunate  weakness  of  many  minds 
which  is  incapable  of  entertaining  two  ideas  not  necessarily 
antagonistic.  Such  minds  can  only  admit  one  idea  after 
excluding  all  others.  There  is  an  excellent  specimen  of  the 
spondylolisthetic  pelvis  in  University  College  Museum,  dis- 
covered by  Dr.  Neugebauer  and  Graily  Hewitt. 

Porrds  Operation  versus  Craniotomy. 

A  condition  I  would  briefly  refer  to  is  that  calling  for  what 
is  known  as  Porrds  operation,  to  take  the  place  of  craniotomy 
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or  Caesarian  section.  I  consider  it  the  operation  of  the  future. 
Where  the  pelvis,  from  deformity  or  otherwise,  is  so  reduced 
in  diameter  as  not  to  perm.it  the  passage  of  the  child  without 
resorting  to  some  capital  operation  for  its  delivery,  when  such 
a  condition  exists,  I  declare  absolutely  in  favour  of  abdominal 
action,  and  removal  of  the  uterus,  and  thus  save  both  mother 
and  child ;  and  not  only  that,  but  at  the  same  time  save  the 
mother  from  a  repetition  of  this  untoward  event. 

One  very  great  reason  in  favour  of  the  procedure  is  its 
simplicity  ;  the  majority  of  physicians  can  perform  it,  or  ought 
to  be  able  to,  and  with  appliances  that  are  always  at  hand,  or 
to  be  had,  "  whereas  Saenger's  modification  of  Caesarian  sec- 
tion is  an  operation  not  adapted  to,  nor  by  any  means  of 
easy  performance  by,  the  general  practitioner."  There  is 
another  more  weighty  reason  still.  What  moral  or  legal  right 
has  the  physician  to  take  the  life  of  a  human  being  delibe- 
rately ?  I  fear  we  do  not  justly  realise  the  fearful  responsi- 
bility assumed,  at  the  time  or  afterwards,  but  hide  ourselves 
under  the  cloak  of  professional  privileges  and  age-long 
custom,  but  ere  many  years  have  come  and  gone  I  foresee 
that  a  very  strong  term  will  be  applied  to  designate  the  man 
and  physician  who  will  so  far  forget,  or  fail  to  realise,  his  legal 
or  moral  position  as  to  deliberately  take  the  life  of  a  human 
being  by  performing  craniotomy. 

I  speak,  perhaps,  in  strong  terms,  but  it  is  by  having 
matters  forcibly  brought  to  our  notice  that  we  are  induced  to 
give  them  that  attention  to  which  they  are  justly  entitled. 

The  past  cannot  be  recalled,  and  the  degree  of  personal 
responsibility  is  no  doubt  lessened  by  the  example  and 
sanction  of  our  predecessors  ;  but  in  the  future,  when  light 
and  knowledge,  and  the  great  advance  of  abdominal  surgery, 
are  duly  recognised,  and  the  fearful  responsibility  realised, 
the  man  who  undertakes  to  perform  craniotomy  will  be  what 
is  sometimes  termed  brave,  but  rather  callous  to  universal 
opinion  or  personal  remorse. 

The  appliances  necessary  when  one  is  not  in  possession 
of  the  usual  instruments  required  in  performing  hysterectomy, 
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are  three  or  four  compression  forceps,  a  piece  of  rubber  tubing 
of  a  quarter-inch  thickness,  two  long  pins,  known  as  ladies' 
hat  pins,  a  scalpel,  three  or  four  sponges,  needle  and  thread, 
half  an  ounce  of  saturated  solution  of  glycerine  with  ferri- 
perchlor.,  and  some  ordinary  lint  or  absorbent  cotton. 

Open  the  abdomen  to  the  extent  of  four  or  five  inches, 
slip  the  rubber  tubing  over  and  around  the  neck  of  the  uterus, 
making  a  tight  single  tie,  and  hand  to  an  assistant  to  hold  ; 
open  the  uterus,  remove  the  child,  and  pull  the  uterus  through 
the  abdominal  opening  ;  tie  the  rubber  tube  with  a  second 
knot  tight,  cut  off  the  uterus,  pass  the  two  needles  at  right 
angles  through  the  pedicle,  at  the  same  time  through  the 
tubing  to  hold  all  in  place ;  the  pins  will  prevent  the  pedicle 
from  slipping  back  into  the  abdomen ;  sew  up  the  abdominal 
wound,  close  to  and  leaving  the  pedicle  in  the  lowest  angle  of 
it,  then  trim  the  pedicle  of  all  superfluous  tissue,  and  tuck 
small  pieces  of  lint,  two  or  three  inches  square,  under  the 
needles  and  around  the  stump,  pour  the  solution  of  glycerine 
and  iron  over  the  stump,  and  cover  with  pieces  of  dry  lint 
and  apply  a  bandage.  If  cleanliness  is  carefully  observed 
your  patient  will,  in  all  probability,  make  an  uninterrupted 
recovery,  and  you  will  have  the  satisfaction  of  having  saved 
both  mother  and  child. 

Of  course  the  mortality  will  depend  to  a  great  extent  on 
the  early  recognition  by  the  physician  of  the  necessity  of  an 
operation  before  the  exhaustion  of  the  patient,  or  contusion 
of  the  parts  in  vain  attempts  at  instrumental  delivery. 


AMERICAN  JOURNAL  OF  OBSTETRICS,   APRIL,    189O. 

Electricity  in  Extra-Uterine  Pregnancy}  By  A.  H  BUCK- 
MASTER,  M.D.,  Assistant  Surgeon  Women's  Hospital, 
State  of  New  York. 

Much  has  been  said  and  written  during  the  past  year 
regarding   the  best  method   of  treating  extra-uterine   preg- 

'  Read  before  the  New  York  Obstetrical  Society,  December  17th,  1889. 
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nancy,  and  we  regret  to  say  that  no  small  part  of  the  expres- 
sion of  opinion  has  been  of  an  acrimonious  character.  This 
is  noticeably  so  in  the  writings  of  the  advocates  of  early 
abdominal  section,  who  deny  electricity  any  place  of  thera- 
peutic worth.  They  plead  their  cause  with  a  warmth  and 
assurance  that  at  least  carries  the  conviction  accorded  to  posi- 
tive statements,  irrespective  of  their  intrinsic  value. 

A  short  time  ago  electricity  was  regarded  as  a  proper 
treatment,  and  perhaps  used  in  many  cases  with  but  little 
judgment.  The  weak  points  of  this  method  have  been  so 
strongly  urged  of  late  that  there  is  danger  of  a  great  reaction. 
Fashion  rules  in  medicine  as  in  society,  and  her  decrees  in 
the  world  of  thought  and  action,  as  in  that  of  fancy  and 
extravagance,  are  often  illogical.  A  few  years  ago  the 
abdominal  cavity  was  opened  with  dread  because  of  the  bad 
statistics.  Improved  methods  have  brought  better  statistics, 
and  the  pendulum  of  public  opinion  returns,  and  where  once 
was  dread  is  now  reckless  daring.  I  have  witnessed  more 
than  two  hundred  abdominal  sections,  and  do  not  believe  that 
laparotomy  under  any  circumstances  is  a  trifling  operation  ; 
yet  it  is  so  lightly  urged  as  a  diagnostic  test  as  to  carry  the 
inference  that  it  is  without  danger.  In  the  hands  of  the  best 
of  surgeons  an  abdominal  section  is  an  operation  that  is  to  be 
avoided,  as  are  all  dangerous  operations. 

Death  is  not  the  only  penalty  of  a  section  that  is  to  be 
taken  into  account;  intestinal  obstruction,  hernia,  painful 
cicatrices  and  abscesses — all  follow  in  the  train  of  this  pro- 
cedure. And  even  after  the  belly  is  opened  one  may  not  be 
able  to  make  a  positive  diagnosis.  I  have  seen  the  removal 
of  the  appendages  followed  by  such  severe  pain  that  a  second 
section  was  necessary.  The  second  section  showed  that  the 
cause  of  the  pain  was  the  formation  of  intestinal  adhesions  in 
the  line  of  the  incision,  the  result  of  the  first  operation.  These 
adhesions  were  liberated,  but  the  patient's  relief  was  only 
temporary,  and  she  preferred  to  drag  out  a  most  miserable 
life  rather  than  again  submit  to  an  explorative  incision.  The 
point  I  desire  to  emphasise  is  that  laparotomy  is  not  always  a 
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harmless  procedure,  and  is  occasionally  followed,  in  the  best 
of  hands,  by  unfortunate  results. 

It  is  generally  recognised  among  abdominal  surgeons  that 
one  of  the  greatest  dangers  in  operations  in  this  department 
of  surgery  is  the  introduction  of  septic  matter  into  the  peri- 
toneal cavity.  To  avoid  this  the  greatest  care  and  familiarity 
with  special  methods  are  required,  and,  for  this  reason,  it  can 
never  be  a  harmless  operation  or  be  performed  with  impunity 
by  the  general  surgical  operator.  It  is  a  method  of  diagnosis 
not  unattended  with  danger,  and  yet  one  that  will  often  be 
required  in  cases  of  ectopic  gestation.  It  would  be  as  unjusti- 
fiable to  allow  a  patient  to  bleed  to  death  from  a  blood  vessel 
in  the  peritoneal  cavity  as  to  become  exsanguinated  from  a 
wound  of  the  hand. 

There  is  but  one  indication,  besides  dangerous  haemorr- 
hage, for  section  in  extra-uterine  pregnancy  before  the  third 
month,  and  that  is  to  procure  drainage  and  to  avoid  septic 
infection.  These  indications  seem  to  the  writer  to  be  the  limi- 
tations of  explorative  incision  in  these  cases,  and  do  not  in 
any  way  antagonise  the  field  of  electricity.  The  indication 
for  electricity  is  simply  to  destroy  the  embryo  before  the  third 
or  fourth  month.  It  can  be  used  v/ithout  danger  to  the 
mother,  and  there  is  no  case  on  record  where  its  proper  use 
has  been  followed  by  bad  results. 

Lawson  Tait,  in  his  lectures  on  the  subject  of  ectopic  preg- 
nancy, objects  to  the  destruction  of  the  foetus,  and  does  so  in 
language  both  unjust  and  rude ;  characterizing  those  who  en- 
tertain the  idea  that  the  sacrifice  of  the  child  in  the  interest  of 
the  mother  is  justified,  as  on  a  level  with  "  abortion  mongers 
and  reckless  craniotomists."  His  objections  might  be  stated 
as  based  on  the  following  grounds : — 

1.  That  it  is  immoral  to  kill  the  fcetus. 

2.  That  its  destruction  affords  no  safety  to  the  mother. 

3.  That  the  means  to  bring  it  about  are  in  themselves 
dangerous. 

4.  That  the  means  are  ineffectual. 

If  it  is  necessary  to  sacrifice  the  infant  to  preserve  the  life 
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of  the  mother,  it  is  a  rule  in  obstetrics  to  sacrifice  the  child. 
No  system  of  morality  condemns  such  action.     If  the  mother's 
existence  is  seriously  jeopardized  by  the  life  of  the  child,  and 
experience  shows  that  the  child's  chances  of  survival  amount 
to  no  more  than  the  chance  to  become  a  curiosity  in  the  an- 
nals of  this  class  of  cases,  then,  I  say,  by  all  means  sacrifice 
the  child — assuming  that  the  facts  have  been  presented  to  the 
family,  and  they  leave  the  ultimate  decision  in  our  hands. 
Tait  evidently  does  not  believe  it  to  be  immoral  to  destroy  the 
ovum  before  rupture  of  the  tube,  as  he  advocates  its  removal 
at  that  time.     The  moral  question  is  raised  after  it  has  passed 
into  the  layers  of  the  broad  ligament ;  and  we  have  here  the 
same  danger  of  rupture,  but  to  a  less  degree,  than  existed  in 
the  tubal  pregnancy.     It  is  doubted  by  him  whether  this  diag- 
nosis can  be  made  often  enough  to  justify  much  thought  for 
the  prc-rupture  stage.     The  recent  literature  of  this  subject 
shows  that  he  is  mistaken.     Tait  has  had  three  living  children 
to  show  to  sustain  him  in  his  stand  for  non-interference.     The 
whole  question  must  be  settled  from  general  clinical  experi- 
ence, but  I  am  of  the  opinion  that,  unless  far  better  statistics 
appear  (excepting  those  of  Mr.  Tait),  I  should  say,  in  the 
light  of  the  present  showing,  destroy  the  child  before  the  pla- 
centa presents  such  great  risks  to  maternal  existence.     Mr. 
Tait  is  wrong  in  taking  the  position  that  rules  should  be  for- 
mulated by  exceptional  successes  ;  the  mass  of  operators  must 
make  rules  from  their  results.     Mr.  Tait  says  that  if  the  child 
survives  the  rupture  it  should  be  allowed  to  have  its  chance  ; 
but   there   are  no  symtoms  by  which  we  are  sure  that  this 
rupture  has  taken  place,  except  in  cases  not  seen  until  after 
the  fourth  month.     There  are  many  cases  where  the  histories 
would  lead  us  to  believe  that  there  are  no  definite  symptoms 
of  rupture,  and  the  patient  recognises  that  something  is  wrong 
by  symptoms  from  the  presence  of  the  mass  in  the  broad  liga- 
ment,    Mr.  Tait  implies  that  these  cases  are  defective  histories, 
but  we  believe  there  is  a  better  explanation.     The  develop- 
ment between  the  folds  of  the  broad  ligament  must  be  due  to 
rupture,  but  the  conception  of  this  term  usually  involves  the 
idea  of  sudden  violence. 
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Six  years  ago  I  made  a  series  of  experiments  on  the  re- 
cently removed  uterus.  The  uterine  termination  of  the  Fal- 
lopian tube  was  dilated  by  means  of  a  small  probe,  and 
through  a  small  blow-pipe  the  tube  was  filled  with  liquid  or 
air.  If  this  was  done  quickly  and  with  some  force,  or  if  the 
end  of  the  tube  was  slightly  compressed,  the  fluid  or  air  would 
pass  between  the  layers  of  the  broad  ligament.  This  demon- 
strated to  me  that  the  direction  of  least  resistance  was  be- 
tween the  layers  of  the  ligament,  and,  in  those  cases  where 
the  thinning  of  the  tube  is  gradual,  rupture  might  occur,  with 
separation  of  the  layers  and  with  but  slight  haemorrhage.  Of 
course  the  position  of  the  placenta  when  it  commences  to  be 
formed  would  be  of  importance,  but  before  the  third  month 
there  is  no  placenta,  properly  speaking.  Gravity  would  tend 
to  make  the  point  of  contact  of  the  ovum  most  pronounced 
opposite  the  junction  of  the  layers  of  the  ligament.  If  the 
change  occurred  gradually  and  with  little  disturbance,  it  would 
be  impossible  to  fix  the  date  of  rupture  from  the  clinical  his- 
tory, and  the  child's  chances  of  survival  would  be  of  the  best  ; 
whereas  a  history  of  the  rapid  appearance  of  a  mass  to  the  side 
of  the  uterus  would  indicate  haemorrhage  of  some  extent  and 
would  proportionately  jeopardize  the  child's  chances  for  life. 
In  this  case  the  cavity  containing  the  ovum  would  consist  of 
broad  ligament  and  tube.  The  relations  of  these  cases  are 
obscured  when  seen  at  the  autopsy  and  operation  table,  and  it 
will  possibly  be  found,  in  such  cases  as  that  reported  by  Dr. 
Tait,  that  the  fruit  sac  is  composed  of  tube  and  of  broad  liga- 
ment. 

I  have  searched  in  vain  for  statistics  that  might  help  to 
determine  the  value  of  this  observation,  but  have  only  found 
that  the  cases  were  not  reported  in  a  manner  to  warrant  draw- 
ing deductions. 

I  have  now  reached  the  second  of  Mr.  Tait's  objections, //^^^ 
the  destruction  of  the  foetus  affords  no  protection  to  the  mother. 
I  am  very  much  surprised  to  see  Mr.  Tait  make  so  unqualified 
a  statement.  I  have  collected  twenty  cases  treated  by  fara- 
dism,  fifteen  cases  treated  by  galvanism  with  interruption,  two 
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cases  treated  by  galvanism  without  interruption,  three  cases 
treated  by  electro-puncture,  and  two  cases  treated  by  galvan- 
ism and  faradism,  and  among  these  there  is  no  case  where  the 
death  could  be  remotely  traced  to  the  use  of  electricity  as  a 
foeticidal  agent. 

Tait  thinks  that  if  the  case  is  near  term  and  the  child  living 
we  should  operate  at  once.  I  am  sure  this  is  becoming  the 
general  opinion,  and  I  know  none  of  the  gentlemen  who  ad- 
vocate the  use  of  electricity  who  would  not  agree  with  him. 
It  is  only  at  this  time  that  these  gentlemen  could  possibly  be 
stigmatised  by  such  coarse  epithets  as  those  Mr.  Tait  has  seen 
fit  to  use.  It  is  before  rupture  and  immediately  after  it  that 
the  use  of  electricity  may  be  considered.  The  dangers  may  be 
enumerated  as  follows  : — 

1.  The  danger  of  delay  : — 

{a)  From  immediate  rupture. 

{h)  From  rupture  by  continued  growth  of  placenta. 

2.  The  danger  of  septicaemia. 

I  believe  that  no  man  is  justified  in  treating  a  case  of 
ectopic  gestation  who  is  not  prepared  at  any  time  to  operate 
by  section,  or  at  least  to  have  near  at  hand  some  one  who  has 
the  ability  to  operate.  Should  symptoms  of  internal  hemor- 
rhage appear,  the  general  treatment  of  hemorrhage  is  in  force. 
The  risk  of  a  few  hours,  necessary  to  apply  electricity,  would 
not  be  of  much  account ;  and  then,  again,  in  many  of  these  cases 
the  diagnosis  is  not  certain.  Here,  contrary  to  what  Mr.  Tait 
says,  the  passage  of  a  proper  and  effective  current  will  do 
no  harm,  even  in  inflammatory  conditions.  In  regard  to  the 
continued  growth  of  the  placenta,  the  subject  is  in  the  con- 
dition of  "  not  proven."  Cases  have  been  cited  where  the 
placenta  continued  to  grow  (in  the  uterus)  after  death  of  the 
child — as  that  case  reported  by  Skene  before  the  New  York 
Obstetrical  Society  ;  but  we  must  remember  that  the  placenta 
implanted  in  the  uterus  is  under  very  different  conditions 
from  that  in  a  Fallopian  tube.  To  be  sure,  several  cases 
have  been  adduced  to  show  that  the  placenta,  in  cases  where 
the  fruit  sac  developed  in  the  uterus,  was  disproportionately 
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large  to  that  of  the  fcetus,  but  this  alone  does  not  prove  that  the 
fcEtus  had  died,  as  has  been  supposed.  The  small  size  of  the 
foetus  might  be  due  to  the  fact  that  the  placenta  was  implanted 
in  tissues  that  were  not  suitable  for  it  to  carry  on  its  func- 
tion to  advantage,  and  the  embryo  was  insufficiently  nourished. 
Dr.  Harris  says  that  an  ectopic  placenta  varies  in  character, 
size,  and  form,  according  to  its  peculiar  location  and  the  vascu- 
larity of  the  parts  over  which  it  may  be  implanted.  Turnbull 
is  quoted  as  reporting  a  case  where  no  true  placental  tissue 
was  found,  the  cyst  at  one  point  being  very  vascular  where 
the  cord  vessels  are  given  off.  "  The  placenta  may  be  small 
and  thin  or  very  broad  and  thin.  .  .  ."  The  evidence  that  Mr. 
Tait  brings  forward  to  emphasize  the  phenomenon  of  placental 
growth  after  foetal  death  is  twofold  :  first,  the  so-called  ute- 
rine **  moles."  As  has  already  been  said,  the  difference  of 
locality  mars  this  decidedly  as  an  illustration,  and,  further- 
more, in  the  "  mole  "  other  changes  have  gone  on,  principally 
of  a  fibroid  character,  which  completely  damage  the  compari- 
son. Mr.  Tait  instances  several  cases  of  his  own  as  clinical 
proof  of  the  continued  growth  of  the  placenta,  and  then  gives 
at  length  the  case  of  Hart  and  Barbour.  Hart  and  Barbour's 
case  shows  that  a  tumour  "  about  "  the  size  of  a  four-and-one- 
half  months'  uterine  pregnancy  contained  a  foetus  "about"  the 
size  of  a  three  months'  pregnancy.  The  only  thing  this  case 
proves  (if  my  edition  is  like  his  own)  is  that  Mr.  Tait  is  not 
careful  to  quote  his  authorities  correctly.  In  my  book  it  says 
the  tumour  was  about  the  size  of  a  four-and-one-half  months' 
pregnant  uterus,  and  the  foetus  about  the  size  of  a  four  months' 
pregnancy.  There  are  but  two  weeks  between  the  approximate 
size  of  the  fruit  sac  and  the  size  the  foetus  should  have  at- 
tained. In  fact,  there  is  nothing  in  the  case  itself  to  show 
that  the  placenta  grew  after  the  death  of  the  foetus.  Mr. 
Tait's  quotation  is  that  the  uterine  tumour  was  as  large  as  a 
uterine  pregnancy  of  four-and-one-half  months,  and  the  foetus 
was  about  the  size  of  a  three  months'  pregnancy.  This  makes 
a  better  showing  for  Mr.  Tait. 

That  the  means  to  bring  about  the  death  of  the  fxtus  are 
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themselves  da7igeroiis.  There  is  no  case  on  record  that  justifies 
this  statement.  Such  cases  as  were  quoted  by  Mr.  Tait  where 
large  current  strength  was  used  with  interruptions,  or  where 
puncture  was  added  to  the  current,  are  not  to  be  considered, 
for  the  reason  that  their  use  is  not  advised  to-day.  But  this 
Mr.  Tait  does  not  seem  to  understand  ;  in  fact,  his  condemna- 
tion of  electricity  is  so  general  as  to  lead  one  to  think  he  had 
never  considered  it  of  enough  importance  to  acquire  a  work- 
ing knowledge  of  its  effects.  Dr.  Montgomery  truly  remarks 
"  that  in  the  derision  of  the  value  of  this  agent  we  cannot  ac- 
cept the  dicta  of  men  who  are  ignorant  of  the  manner  in  which 
it  is  used,  or  of  those  who  condemn  it  without  a  trial.  An 
agent  which  is  capable  of  arresting  the  life  of  mice  and  insects 
by  passing  a  charge  through  a  vessel  of  water  in  which  they 
have  been  placed,  as  shown  by  the  experiments  of  Landis,  and 
which  will  destroy  kittens  several  months  old,  should  be  effec- 
tive in  destroying  fcetal  life  when  brought  in  close  contact  with 
the  foetal  envelope." 


THE  CLINICAL  FEATURES  OF  PYO-SALPINX.» 

By  Ralph  Waldo,  M.D. 

As  at  least  half  of  the  post-mortem  examinations  made  on 
women  show  inflammatory  disease  of  the  Fallopian  tubes — 
Henning  states  three-fourths ;  Winckel  found  two  hundred 
and  five  in  five  hundred  post-mortems — and,  while  it  is  most 
common  during  the  child-bearing  period  still  there  is  no  age, 
not  even  childhood,  that  is  exempt,  it  behoves  us  to  throw  all 
the  light  possible  on  the  clinical  history  of  these  cases,  so  as 
to  determine  the  most  rational  method  of  treatment.  If 
slight  affections  of  the  tubes  are  going  to  increase,  so  as  to 
make  the  sufferer  an  invalid,  the  earlier  they  are  removed  the 
better ;  but  if,  on  the  other  hand,  the  more  severe  forms  of 
disease,  under  appropriate  treatment,  can  be  cured  or  so  miti- 
gated as  to  cause  the  patient  very  little  inconvenience,  it  is  a 

'  Read  before  the  New  York  Obstetrical  Society,  November  19th,  1889. 
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question  whether  the  surgeon  is  justified  in  submitting  her  to 
the  risks  of  a  laparatomy,  to  say  nothing  of  rendering  her  per- 
manently sterile.  I  am  well  aware  that  a  woman  with  a 
double  pyo-salpinx  is  of  necessity  sterile,  but  we  can  all  recall 
women  who  have  been  told  they  were  suffering  from  double 
pyo-salpinx,  who  have  afterwards  become  impregnated  and 
carried  their  child  to  full  term. 

The  following  histories  will  serve  to  illustrate  the  subject : — 
Case  I. — Age  thirty-nine  years ;  married  eleven  years. 
Menstruation  normal,  excepting  that  she  flowed  for  five  to  six 
days.  Has  never  been  pregnant.  For  the  first  few  years  of 
her  married  life  she  took  a  vaginal  douche  after  intercourse,  to 
prevent  impregnation ;  recently  has  been  very  anxious  to  have 
children.  Has  suffered  from  attacks  of  intermittent  fever  at 
irregular  intervals  for  the  past  ten  or  fifteen  years,  also  from 
severe  headaches  accompanied  by  marked  nervous  excite- 
ment, for  which  she  has  taken  morphine  in  sufficient  quantity 
to  have  acquired  a  mild  habit.  Excepting  at  times  a  dragging 
sensation  in  the  lower  part  of  the  back  and  abdomen,  and 
occasionally  a  purulent  discharge  from  the  vagina,  there  have 
been  no  symptoms  that  would  attract  attention  to  the  genera- 
tive organs.  In  fact,  five  years  ago  she  could  not  be  prevailed 
upon  by  her  attending  physician  to  have  a  physical  examina- 
tion made. 

January  2nd,  1889,  she  was  in  a  very  weak  condition,  so 
that  it  was  impossible  for  her  to  walk  straight.  As  her  weight 
was  between  ninety  and  a  hundred  pounds,  the  pelvic  contents 
could  be  easily  examined  by  bimanual  palpation,  with  the 
finger  either  in  the  rectum  or  vagina.  There  was  the  first 
degree  of  descensus  uteri,  and  on  either  side  of  the  uterus  two 
elongated  tumours  about  an  inch  in  diameter.  Pressure  on 
the  tumours  or  movement  of  the  uterus  produced  marked 
pain.  At  subsequent  examinations  it  was  possible,  by  making 
gentle  pressure  in  the  neighbourhood  of  the  tubes,  to  cause  a 
discharge  of  pus  from  the  external  os.  At  no  time  was  there 
a  decided  fluctuation  detected.  Her  complexion  was  bad, 
circulation   poor,   and   there  were  at  times   a  slight  rise  in 
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temperature  and  chilly  sensations.  Some  of  this  febrile  dis- 
turbance was  undoubtedly  due  to  malarial  poisoning.  Occa- 
sionally, especially  for  a  week  following  the  menstrual  flow, 
she  was  melancholic,  and  for  several  weeks  it  was  impossible 
for  her  to  hold  a  continuous  train  of  thought  or  write  a 
coherent  letter.  She  frequently  had  "  crying  spells,"  without 
being  able  to  give  a  cause.  At  irregular  intervals  of  from  two 
to  four  weeks  the  pain  would  become  more  marked  in  one 
iliac  region,  accompanied  by  increase  in  the  sizeof  the  tumour 
on  the  corresponding  side  of  the  uterus.  In  a  few  days  this 
was  followed  by  a  discharge  of  bloody  pus  from  the  external 
OS  and  diminution  in  the  tumour.  The  amount  of  this  dis- 
charge, which  at  first  lasted  three  or  four  days,  has  gradually 
grown  less  and  the  intervals  longer,  until  now  it  is  about  four 
months  since  one  of  these  attacks. 

This  undoubtedly  was  a  case  of  double  pyo-salpinx,  with 
the  uterine  ends  partially,  or  at  least  very  lightly  closed,  so 
that  the  accumulated  pus  would  escape  through  the  tube 
rather  than  rupture  its  walls. 

The  first  thing  thought  of  was  the  removal  of  the  tubes 
and  ovaries ;  but  as  the  patient's  health  was  very  bad,  and  as 
a  short  time  before  I  had  removed  a  small  wart  from  her  neck, 
which  caused  marked  nervous  excitement,  and  the  wound  did 
not  unite  well,  it  was  thought  advisable  to  wait  until  her 
general  condition  could  be  improved.  She  was  given  tonics, 
and  mild  currents  of  galvanism  were  used,  with  one  electrode 
(negative)  in  the  vagina  and  the  other  in  the  abdomen.  After 
giving  galvanism  three  times  a  week  for  a  month,  the  condition 
was  not  improved,  and  the  treatment  was  changed  to  applica- 
tions of  the  compound  tincture  of  iodine  to  the  vault  of  the 
vagina,  and  glycerine  on  tampons,  three  times  a  week.  When 
there  were  no  tampons  in  the  vagina,  hot  vaginal  douches 
were  used  twice  a  day. 

April  6th,  1889,  Dr.  C.  C.  Lee  was  consulted  with,  and  he 
substantiated  the  diagnosis  and  owing  to  the  patient's  general 
ill-health,  did  not  think  it  was  advisable  to  operate,  if  at 
all,  before  fall,  unless  there  was  a  marked  change  in  the  local 
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condition.  This  course  has  been  followed,  and  while  the 
tubes  are  still  slightly  enlarged  and  tender,  there  has  been  no 
marked  discharge  of  pus  during  the  past  four  months,  her 
general  health  has  very  much  improved,  the  mind  is  clear, 
and  she  is  able  to  be  about  and  take  a  good  deal  of  light 
exercise. 

Possibly  at  some  future  time  it  will  be  necessary  to  remove 
this  patient's  tubes  and  ovaries,  but  I  do  not  propose  to  do  it 
as  long  as  she  continues  to  improve. 

Case  II. — Age  twenty-two  years ;  single;  menstrual  history 
normal ;  prostitute.  States  that  she  contracted  gonorrhoea  for 
the  first  time  January  21st,  1889.  I  saw  her  first  February  26th, 
1889.  She  was  confined  to  her  bed  with  severe  metritis,  en- 
dometritis, and  double  salpingitis,  The  tubes  could  be  easily 
felt.  There  were  marked  febrile  disturbance  and  severe  pain, 
so  that  it  was  necessary  to  administer  morphine  for  a  number 
of  days.  This  patient  was  told  that  it  might  be  necessary  to 
perform  an  operation  on  her,  but  that  we  would  see  what 
could  be  done  first,  She  was  told  that  she  would  of  necessity 
be  sterile  after  an  operation ;  but  thinking  that  there  was  a 
double  pyo-salpinx,  she  was  also  told  that  probably  her  pre- 
sent disease  rendered  her  sterile.  After  using  the  compound 
tincture  of  iodine,  glycerine  on  tampons,  and  hot  vaginal 
douches  for  two  months,  all  of  the  rational  symptoms  disap- 
peared, but  some  enlargement  of  the  tubes  remained.  They 
were  not  tender  on  pressure.  She  was  advised  not  to  have  the 
tubes  and  ovaries  removed  unless  the  disease  increased. 

June  8th  she  had  an  acute  coryza,  but  the  tubes  were  not 
troubling  her, 

September  27th  she  came  to  my  office,  and  stated  that  she 
had  "  missed  her  menses  "  a  few  days  and  was  afraid  that  she 
might  be  pregnant. 

October  23rd,  had  an  abortion  at  about  the  second  month, 
she  having  passed  a  catheter  into  her  uterus  a  week  before. 
The  metritis,  endometritis,  and  salpingitis  again  returned.  Has 
been  treated  the  same  as  before,  and  is  much  better  but  is  not 
entirely  well. 
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From  the  course  of  this  salpingitis  I  am  led  to  think  that  it 
was  catarrhal  in  nature  and  not  a  true  pyo-salpinx ;  and  this 
case  is  reported  because  comparatively  little  has  been  written 
on  pyo-salpinx  excepting  in  connection  with  salpingitis  in 
general,  and  most  of  that  is  vague.  Most  authors  have  written 
so  as  to  make  me  think  that  inflammation  of  the  tubes  due 
to  gonorrhoea  of  necessity  results  in  pyo-salpinx.  R.  B. 
Hall  ^  states  that  pyo-salpinx  may  be  contracted  in  two  dif- 
ferent ways  : — "(«:)  by  a  chronic  process,  causing  dropsy  of  the 
tube,  which,  by  repeated  attacks  of  inflammation  is  turned  to 
pus  ;  (Jj)  it  may  be  rapidly  produced  by  an  acute  process  fol- 
lowing gonorrhoea  or  puerperal  disease." 

I  have  seen  a  number  of  cases  of  salpingitis  due  to  gonor- 
rhoea that  have  been  so  benefited  by  local  applications  that 
the  patient  was  not  aware  that  anything  was  the  matter.  In 
most  instances,  by  a  careful  examination  through  the  rectum, 
the  tubes  were  found  to  remain  slightly  enlarged  but  not 
tender. 

In  conclusion,  I  will  say  I  believe,  as  L.  Bandl  -  states,  that 
pyo-salpinx  may  be  developed  in  two  different  ways  : — (i)  "  a 
chronic  process  causes  a  hydrops  tubae,  which  is  changed  to 
pus  by  acute  inflammation  ;  (2)  it  can  be  rapidly  produced  by 
an  acute  process,"  and,  furthermore,  "  a  catarrhal  secretion 
in  a  tube  is  easily  changed  to  pus  by  infection  from  a  simple 
examination,  more  especially  from  an  intra-uterine,  when 
strict  antisepsis  is  not  resorted  to."  The  indiscriminate  use 
of  the  sound  is  probably  the  cause  of  a  great  deal  of  pyo- 
salpinx. 

The  only  positive  evidence  of  pyo-salpinx  is  to  obtain  pus 
from  the  tube  by  gently  pressing  it  out  or  by  the  use  of  the 
hypodermatic  needle.  The  latter  procedure  in  most  instances 
is  dangerous  and  should  not  be  resorted  to. 

Pyo-salpinx  does  not  of  necessity  follow  salpingitis  due  to 
gonorrhoea  or  sepsis,  but  it  is  apt  to  follow  very  acute  en- 

'  Proceedings  of  the  American  Association  of  Obstetricians  and  Gynaecologists, 
Aiiurican  Journal  of  Obstetrics,  October,  1888,  p.  illl. 
=  Cydopcedia  of  Obstetrics  and  Gynecology,  vol.  xii. 
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dometritis  from  any  cause.  As  a  rule  it  is  of  slow  advent, 
the  patient  giving  a  history  of  uterine  disease  extending  over 
years,  and  her  general  health  is  very  much  impaired.  As  a 
rule  the  symptoms  are  aggravated  at  or  near  the  menstrual 
flow,  and  in  many  instances  they  are  increased  midway  be- 
tween. At  irregular  intervals  there  are  usually  slight,  chilly 
sensations,  with  slight  elevations  in  temperature.  If  you  find 
fusiform  swellings,  many  times  more  or  less  irregular,  at 
either  side  of  or  slightly  behind  the  uterus,  the  tubes  are 
probably  diseased  ;  if,  in  addition  to  this,  they  are  tender  and 
fluctuation  can  be  detected,  especially  if  there  is  an  increase  in 
the  vaginal  temperature,  in  all  probability  there  is  pyo-salpinx 
present. 

As  to  the  treatment  of  pyo-salpinx,  the  only  radical  cure  is 
to  remove  the  diseased  tubes  ;  and  where  one  tube  only  is 
distended  with  pus,  both  should  be  removed  if  laparatomy  is 
performed,  for  the  well  tube  will  almost  invariably  become 
diseased.  If  the  patient  is  in  very  poor  health,  and  by  careful 
manipulation  the  pus  can  be  forced  out  through  the  uterus,  it 
is  not  advisable  to  operate,  for,  as  in  Case  I.,  the  patient  can 
in  many  instances,  be  treated  by  palliative  measures  so  that 
the  disease  is  decidedly  mitigated  ;  but,  on  the  other  hand,  if 
you  have  a  tube  that  is  markedly  distended  with  pus,  in  spite 
of  the  patient's  health  it  should '  be  removed,  for  the  risk  of 
rupture  and  general  peritonitis  is  very  great. 

I  wish  to  lay  special  stress  on  the  class  of  cases  illustrated 
by  Case  XL,  where  there  is  acute  inflammation  of  the  tubes, 
but  where  they  are  not  markedly  distended.  In  these  cases 
we  are  very  apt  to  diagnose  pyo-salpinx,  and  remove  tubes 
that  if  left  could  be  sufficiently  cured  to  allow  the  passage  of 
an  ovum  to  the  uterus  ;  and  innumerable  histories  prove  that 
these  patients,  at  least  as  far  as  their  own  sensations  are  con- 
cerned, are  restored  to  health  without  resorting  to  a  surgical 
operation.  These  cases  should  be  treated  at  least  from  three 
to  six  months  before  an  operation  is  performed,  and  it  should 
not  be  peformed  if  they  have  received  marked  benefit  from 
the  treatment. 
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TRANSACTIONS    OF    THE    ROYAL     ACADEiMY     OF     MEDICINE 

IN     IRELAND. 

The  Treatment  of  Tubercular  Peritonitis  by  Abdominal  Section 
and  Flushing  out,  without  Drainage. 

By  KOBERT  O'CALLAGHAN,  F.R.C.S.I. 

The  treatment  of  tubercular  and  suppurative  peritonitis 
has  within  a  comparatively  short  period  been  rescued  from 
the  expectant  and  practically  impotent  treatment  of  the 
physician,  and  has  now  passed  into  the  yearly-increasing 
domain  of  the  surgeon,  and  it  is  not  the  least  of  the  modern 
triumphs  of  our  art. 

In  England  and  abroad  this  is  a  universally  accepted 
fact,  but  from  statistics,  we  do  not  appear  to  have  followed 
in  the  footsteps  of  progress  as  regards  this  treatment,  and  we 
seem  slow  in  accepting  the  fact  that  the  principles  applied 
to  general  surgery  are  just  as  applicable  to  that  of  the 
abdomen.  It  is  with  a  hope  that  a  stimulus  may  be  given 
in  this  direction  by  this  great  post-graduate  teaching  centre, 
that  I  venture  to  bring  before  your  notice  this  evening  my 
small  but  gratifying  experience,  and,  as  far  as  I  can  collect 
them,  the  statistics  of  this  treatment  up  to  the  present  date. 
In  a  great  many  recorded  cases  the  abdomen  has  been  opened 
under  an  erroneous  diagnosis  for  ovarian  and  other  tumours, 
and  in  exploratory  incision  tubercular  disease  has  been 
discovered,  the  abdomen  cleansed  and  closed,  and  the  patients 
have  done  well.  I  wish,  however,  to  refer  particularly  to-night 
to  those  cases  in  which  this  degeneration  of  the  peritoneum 
has  been  diagnosed  and  abdominal  section  with  flushing  out 
of  the  cavity  has  been  adopted  with  complete  success. 

Before  going  further  I  will,  with  your  permission,  give  you 
a  brief  history  of  my  cases,  and  I  am  not  aware  of  any  such 
being  reported  hitherto  in  Ireland  : — 

Case  I. — James  G.,  aged  fifteen,  whom  I  had  the  pleasure 
of  showing  to  you  at  the  last  meeting  of  this  Section,  was 
admitted  to  the  County  Carlow  Infirmary,  June  7th,  1888. 
Family  history  was  good,  all  living,  save  his  mother,  who  died 
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of  fever.  He  presented  the  following  appearance  : — General 
emaciation,  pale  face,  dark  circles  round  the  eyes,  with  bright 
malar  flush  and  hurried  respiration ;  a  large,  distended  abdo- 
men, very  tumid,  yet  symmetrical.  He  complained  of  dull, 
colicky  pains,  which  were  never  severe,  but  came  and  went 
every  few  hours,  night  and  day ;  more  or  less  tenderness  on 
pressure ;  appetite  completely  gone ;  could  only  take  small 
amount  of  fluids,  which  he  frequently  vomited  ;  constipation  ; 
secretion  of  urine  scanty ;  skin  dry  and  harsh.  He  had  been 
suffering  in  this  way  for  a  month  previously  to  his  admission 
and  traced  his  illness  to  a  blow  on  the  abdomen  from  a  boy's 
head  while  playing  football.  He  was  sent  in  to  me  as  a  case  of 
hepatic  dropsy,  and  at  the  time,  thinking  it  might  be  so,  I 
treated  him  for  hepatic  mischief,  and  also  painted  the  abdomen 
night  and  morning,  with  iodine.  He,  however,  got  worse 
daily,  and  diarrhoea  set  in.  Taking  the  facts  of  the  case,  the 
age  of  the  patient,  the  condition  of  the  main  organs,  I  decided 
in  the  first  week  of  admission  that  it  was  a  case  of  tubercular 
disease,  and  that  the  only  hope  left  to  the  boy  was  operative 
interference.  In  this  diagnosis,  his  former  physician,  Dr.  W. 
O'Meara,  concurred,  and  kindly  gave  ether  for  me,  the  pulse 
at  the  time  being  98,  weak  and  thready  ;  temperature  varied 
from  100°  to  101°.  I  opened  the  abdomen  in  the  mesian  line, 
midway  between  pubis  and  umbilicus,  sufficient  to  admit  my 
finger,  and  speedily  emptied  it  of  a  gallon  or  more  of  a  sero- 
purulent  milky  fluid.  On  everting  the  peritoneum  I  found  it 
covered  with  little  nodules  like  millet  seeds,  and  on  intro- 
ducing my  forefinger  in  every  direction  I  felt  the  same  state  of 
affairs.  With  some  little  difficulty,  owing  to  adhesions,  I  drew 
out  a  portion  of  mesentery,  which  looked  like  the  "  roe  of  a 
fish  "  or  the  "  inside  of  a  fig."  The  case  seemed  so  hopeless 
I  allowed  Dr.  O'Meara  to  examine  this.  I  then  flushed  out 
the  cavity  with  gallons  of  blood -warm  water  from  the  tap, 
meanwhile  massaging  the  abdomen  until  the  water  came  out 
quite  clear.  Then  turning  the  boy  on  his  side  I  emptied  the 
cavity  as  much  as  possible,  put  two  stitches  in  the  wound 
covered  it  with  alembroth  wool,  and  put  him  to  bed. 
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With  the  exception  of  a  slight  rise  in  temperature  on  the 
third  day,  with  sickness  and  tympanites,  which  was  imme- 
diately relieved  by  a  turpentine  enema,  followed  by  a  seidlitz 
powder,  he  made  an  uninterrupted  recovery.  On  the  third 
week  he  was  up,  and  had  an  enormous  appetite,  which  he 
still  possesses.  You  saw  the  other  evening  that  there  was  no 
trace  of  disease  left ;  and  he  is  now  about  to  join  his  brother  in 
Australia. 

Case  II. — Bridget  S.,  aged  twelve,  being  an  almost  similar 
case,  I  will  refer  only  to  an  incident  worth  mentioning — viz., 
that  after  five  minutes'  careful  manipulation, "  owing  to  exten- 
sive adhesions,"  I  got  into  the  peritoneal  cavity,  but,  unfor- 
tunately, opened  the  bladder,  which  was  adherent  to  within 
an  inch  of  the  umbilicus.  Despite  this  serious  accident,  she 
got  quite  well  and  strong  under  the  same  treatment.  The 
wound  in  the  bladder  I  stitched  in  the  lower  angle  of  the 
wound,  as  in  cholecystotomy,  and  it  was  water-tight  in  the 
fourth  week. 

Case  III. — Mary  N.  was  a  case  of  left  lateral  encysted 
peritonitis,  at  first  thought  to  be  by  her  medical  attendant 
hydronephrosis.  The  right  side,  although  full  of  tubercular 
glands  and  deposit,  was  quite  separate  by  adhesions,  which 
formed  a  large  cyst.  After  the  breaking  up  of  all  the 
adhesions,  and  the  same  treatment  adopted  as  in  the  other 
cases,  she  is  now  quite  strong,  and  the  glands,  which  were 
quite  palpable  externally,  have  entirely  disappeared. 

Case  IV. — Mary  D.,  aged  fourteen  years.  When  admitted 
was  very  emaciated.  Abdomen  was  distended  with  fluid. 
Bad  diarrhoea ;  constant  pain  and  incessant  cough,  with  an 
evening  temperature  of  101°  up  to  time  of  operation.  As  in 
the  other  cases,  the  peritoneum  was  studded  with  miliary 
nodules,  and  full  of  a  thick  sticky  fluid.  I  broke  down  many 
adhesions  and  cheesy  matter,  the  further  treatment  being  the 
same  as  the  other  cases.  She  made  a  perfect  recovery,  and  is 
now  strong  and  well  able  to  work  for  her  living.  During  the 
operation  I  removed  a  good  strip  of  peritoneum,  which  I  sent, 
together  with  some  of  the  fluid,  to  Professor  Scott,  of  the 
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Royal  College  of  Surgeons,  who  has  kindly  promised  me  that 
he  will  make  a  careful  investigation  of  the  specimen,  so  that 
we  may  get  at  the  pathology  of  the  disease. 

I  had  two  other  cases  of  ovarian  tumours  complicated  with 
this  degeneration,  one  of  which  was  successful.  Of  the  fatal 
case  I  will  give  you  a  brief  history  of  the  ante-mortem  state  of 
the  abdomen,  which  will  illustrate  to  you  the  latter  stage  of 
tubercular  degeneration  in  the  abdomen. 

When  the  case  came  to  me  there  was  a  history  of  a  swelling 
for  fourteen  months.  Five  months  previously  to  my  seeing 
her  she  was  tapped  for  ascites,  and  evidently  had  an  acute 
attack  of  localised  peritonitis.  The  tumour — a  multilocular 
one,  which  I  showed  last  meeting  here — was  adherent  in  front 
throughout  to  a  thickened  and  almost  cartilaginous  peritoneum. 
On  removing  it,  I  found  the  liver  atrophied  and  a  mass  of 
tubercle.  The  intestines,  covered  with  miliary  nodules,  were 
bright  red,  and  more  like  those  of  a  fowl.  The  mesentery  was 
rolled  round  a  portion  of  them,  and  the  omentum,  a  firm  mass 
with  tubercle,  "  like  a  sausage."  I  did  not  flush  out  the 
abdomen  in  this  case,  for  which  error  I  was  very  sorry,  as 
despite  this  state  of  affairs  she  lived  three  days  with  little  or 
no  discomfort. 

These  two  last  cases,  with  others,  have  led  me  to  conclude 
that  if  any  abdominal  tumour  is  not  removed  within  a  reason- 
able time  of  its  formation  you  are  bound  to  have  this  form  of 
degeneration  set  up  as  a  complication;  and,  furthermore, 
illustrates  the  fact  that  more  knowledge  of  the  symptoms  of 
abdominal  disease  in  its  early  stage,  and  that  such  is  now 
curable,  are  wanted  by  the  general  practitioner,  so  as  to 
prevent  this  repetition  of  criminal  neglect — which,  I  am  sorry 
to  say,  is  too  common — the  surgeon  not  seeing  them  until  they 
are  past  hope  of  any  treatment,  and  in  many  cases  they  die 
unrecognised.  The  first  successful  case  I  find  in  which  the 
disease  was  recognised  before  operation,  is  one  reported  by 
Mr.  Lawson  Tait,  in  1879 — a  parallel  case  to  my  own.  Since 
then  he  has  had  a  great  many  in  all  stages  of  the  disease,  with 
a  mortality  of  1 5  per  cent.     In  the  same  year  Dohrn  operated 
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on  a  child  four  years  old,  with  success.  Mr.  Treves,  in  1883, 
published  several  cases — one  was  in  an  infant  sixteen  weeks' 
old ;  it  died  three  weeks  after  of  acute  miliary  tuberculosis ; 
and  last  month  he  reports  many  more  cases.  Clarke,  of 
Huddersfield,  published  a  successful  case  {Lancet,  Nov.  5th, 
1887).  Koenig  gives  four  successful  cases,  in  one  of  which  he 
removed  a  bit  of  mesentery,  in  which  he  found  the  bacillus 
tuberculosis.  Hofmokl  published  a  case  (  Wietier  med.  IVoc/i., 
1887).  Poten,  in  the  same  year,  gave  a  successful  case  (Cefi- 
tralbl.  f.  Gyndk.),  in  which  he  removed  a  nodule,  and  found, 
after  great  difficulty,  the  bacillus  in  giant  cells.  John  Homans, 
of  Boston,  gives  two  cases  similar  to  mine  in  the  Lancet,  Feb. 
5th,  1888.  These  are  the  only  reported  cases  I  can  find 
in  which  the  disease  was  previously  recognised.  Kiimmell 
however,  before  the  German  Congress,  in  1887,  collected  40 
cases.  In  each  the  cause  of  operation  was  erroneous  diag- 
nosis. He  gives  as  the  earliest  case  one  in  which  Sir  Spencer 
Wells  operated  in  1862.  He  opened  the  abdomen  to  remove 
an  ovarian  tumour,  and  found  tubercular  peritonitis ;  he 
simply  drained  it,  and  the  patient  was  alive  in  1887.  Schwartze 
collected  17  such  cases.  The  age  of  the  youngest  was  four. 
Knaggs,  Esmarch,  Mikulicz,  and  Wagner  have  each  published 
cases,  and  all  these  great  authorities  speak  equally  favourably 
of  the  treatment — the  best  results  being  obtained  from  flushing 
out  and  immediate  closure  of  the  wound. 

Mr.  Tait  now  says  that  we  must  drop  the  word  "  tuber- 
cular "  concerning  peritonitis,  as  this  disease  has  no  kind  of 
association  with  tubercles  in  the  lung.  However,  as  to  the 
pathology  of  it  we  are  uncertain,  if  not  entirely  ignorant. 

I  look  upon  it  as  a  distinct  form  of  tubercular  degenera- 
tion, the  same  as  met  with  in  joints  and  bone,  and  if  dealt 
with  early,  as  in  these  cases,  by  operation  you  will  have  as 
simple  a  cure  ;  but,  as  in  joints,  so  it  is  in  the  peritoneum — if 
we  procrastinate  with  expectant  and  palliative  treatment,  the 
result  will  be  most  unsatisfactory,  and  such  treatment  must 
be  looked  upon  in  future  as  a  surgical  crime.  At  this  stage  in 
a  joint  you  scrape  and  if  necessary  excise  it,  and,  although  we 
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can  now  remove  many  offending  organs  from  the  abdomen 
with  impunity,  we  cannot  remove  the  peritoneum.  As  to 
diagnosis,  statistics  show  us  that  many  eminent  authorities 
have  made  repeated  mistakes,  and  the  conclusion  I  have 
drawn  from  that  is — when  I  meet  a  case  of  distended  ascitic 
abdomen,  I  would  not  under  any  circumstances  tap  it.  It  is 
my  practice  to  open  it,  "  prepared  for  any  emergency,"  by  an 
incision  sufficient  to  admit  my  forefinger,  which  will  enable  an 
experienced  surgeon  to  ascertain  in  a  minute  the  exact  con- 
dition of  affairs  inside.  Should  it  only  happen  to  be  simple 
ascites  the  result  will  be  sometimes  cure ;  and  in  any  case  the 
fluid  will  not  reaccumulate  for  a  much  longer  period  than  if 
tapped.  In  malignant  disease  it  gives  a  complete  abeyance 
for  an  indefinite  period  of  the  agony  and  urgent  symptoms, 
and  in  some  cases  complete  disappearance  of  the  growth. 
This  may  seem  to  some  of  you  heroic  and  incredible ;  but  I 
can  assure  you,  from  personal  experience,  that  it  is  fact ;  and 
that  by  this  treatment  not  only  do  you  know  the  exact  state 
of  things,  but  you  are  running  less  risk,  if  any,  than  plunging 
a  trocar  into  a  distended  abdomen,  and  you  are  certainly  more 
merciful  to  your  patient.  As  to  the  physiology  of  this  method 
of  cure  we  are  equally  in  the  dark,  and  we  have  so  far  only  to 
accept  the  fact. 

In  conclusion,  I  argue  from  my  own  experience,  and  that 
of  others  far  more  competent  to  judge,  that  when  tubercular 
or  chronic  suppurative  peritonitis  is  patent,  and  that  a  fair 
trial  has  been  given  to  medicinal  treatment,  it  is  our  duty  as 
honest  surgeons  to  open  and  flush  out  the  abdomen.  The 
operation  in  itself  being  a  simple  one,  but  strict  attention  to 
detail  being  more  essential,  it  cannot  safely  be  attempted  in 
general  practice.  Of  the  fact  that  expectant  and  hopeless 
treatment  is  daily  persisted  in  I  am  painfully  cognisant,  and  I 
may  have  more  opportunity  than  many  of  you  in  seeing  how 
hard  it  is  to  dispel  the  absurd  idea  from  men's  heads,  that  the 
peritoneum  is  not  still  the  sacred  structure  that  we  were  taught 
it  was,  and,  though  fully  aware  of  their  inability  to  relieve 
under  those  conditions,  on  conscientious  grounds  are  afraid  to 
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recommend  their  patients  to  undergo  operation.  Is  there  one 
amongst  us  here  to-night  who  has  not  some  time  in  his  experi- 
ence met  with  such  cases,  and  felt  how  powerless  we  were  to 
deal  with  them,  while  they  sank  daily  before  our  eyes  ?  I 
must  say  I  look  back  with  regret  to  my  ignorance  of  this 
treatment,  but  most  hopefully  to  the  future.  This  Section 
can  do  a  great  deal  to  further  this,  and  impress,  through  its 
members  and  literature,  on  the  busy,  hard-worked  prac- 
titioner, that  this  and  other  abdominal  disease  is  no  longer 
incurable,  and  that  in  cases  recognised  early  and  sent  up  for 
treatment  operation  is  not  only  justifiable  but  certain  of 
success.  Then,  and  not  till  then,  will  suffering  humanity  have 
a  more  extensive  benefit  of  the  great  strides  our  art  has  made 
in  its  abdominal  branch. 

N.B. — Since  writing  this.  Professor  J.  A.  Scott  reports  that 
he  has  found  the  bacillus  tuberculosis  in  the  strip  of  peritoneum 
that  I  removed  from  Case  IV.,  thus  proving,  undoubtedly,  the 
origin  of  the  disease  in  these  cases. 

Notes  on  my  First  Cases  of  Abdominal  Section. 

I  hope  that  the  following  brief  notes  of  some  cases  which 
I  have  had  under  my  care  during  the  past  twelve  months 
may  prove  interesting  to  this  Section  : — 

Case  I. — Mary  C.  Pyo-salpinx.  Date  of  operation, 
March,  1 887.  Age,  twenty-six ;  married  two  years ;  no  children ; 
one  miscarriage  nine  months  after  marriage.  Since  that  date 
she  never  regained  her  strength;  menstruation  became 
profuse  and  fortnightly.  Ten  months  ago  attacked  with 
severe  pain  in  left  ovarian  region,  with  vaginal  discharge 
and  great  pain  on  micturition.  ("There  was  a  distinct 
history  of  gonorrhoea  at  this  period,  which  was  conveyed 
by  the  husband.")  Active  treatment  at  the  time  gave  some 
relief;  she  became  more  or  less  bed-ridden,  and  had  periodic 
discharges  of  "stinking  corruption"  per  vaginam.  When 
asked  to  see  her,  she  presented  the  appearance  of  a  woman 
very   emaciated   from    continued   suffering   and   suppurative 
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disease  ;  pale  thin  face,  with  bright  malar  flush.  On  bimanual 
examination  a  large  cyst  was  felt  high  up  and  to  the  left  of 
the  uterus,  but  between  it  a  hard  mass,  thought  to  be  fibroid, 
was  felt.  On  explaining  the  nature  of  the  case  to  her  friends, 
I  had  in  consultation  my  friend.  Dr.  William  Smyly;  we 
decided  to  operate  at  once.  On  opening  the  abdomen  I  found 
a  large  tube  on  the  point  of  rupture,  and  also  a  tumour 
growing  from  the  lateral  wall  of  uterus  and  filling  out  the 
whole  of  the  broad  ligament.  The  tube  and  ovary  were 
bound  down  so  firmly  by  adhesions  that  I  only  aspirated  the 
tube  and  washed  it  out  with  a  i  in  20  solution  of  carbolic 
acid ;  the  fluid  cleared  the  tube  and  passed  through  uterus 
and  vagina.  I  closed  wound  without  a  drain ;  it  healed  by 
first  intention.  In  three  weeks  she  left  her  bed,  and  said  she 
felt  as  well  as  ever  she  did  in  her  life.  I  saw  her  three 
months  after ;  the  tumour  was  much  larger  and  nodulated, 
and  she  died  in  ten  months  from  date  of  operation  from 
undoubted  malignant  disease.  She  repeatedly  asked  me  to 
operate  again,  having  had  such  comfort  after  the  operation. 

Case  II. — Sarah  B.  April,  1887.  Fibro-sarcoma.  Age 
seventeen,  single.  Previous  history  good.  Family  history 
good.  Never  menstruated.  Illness  traced  by  her  to  slipping 
on  ice  while  carrying  water,  when  "  she  felt  as  if  something 
had  given  way  inside  her  "  in  the  place  the  tumour  was  now 
to  be  felt.  This  was  six  months  previously.  "  Tumour,  when 
first  felt  by  her,  was  about  the  size  of  an  Qgg ; "  grew  slowly 
until  a  month  ago,  when  it  began  to  grow  large  rapidly. 

Examination  revealed  a  large  nodulated  tumour  in  the 
right  iliac  region,  free  from  the  uterus,  moveable  anteriorly 
but  attached  posteriorly.  On  opening  the  abdomen  I  found 
a  large  nodulated  growth  attached  to  the  outer  margin  of 
the  broad  ligament;  this  I  enucleated.  Haemorrhage  at 
the  time  being  brisk,  but  the  capsule  not  being  very  dense^ 
I  was  able  to  shell  it  out  quickly ;  tied  the  bleeding  bed  of 
tumour  in  one  large  ligature  (pedicle  silk),  excised  the 
remainder  above  ligature,  washed  out  the  peritoneum,  put  in 
a  drain  ;  wound  healed  rapidly ;  removed  drain  on  third  day, 
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and  patient  had  not  a  bad  symptom  throughout.  Tumour 
weighed  three  lbs. 

Case  III. — Catherine  L,  November,  1887.  Cancer  of 
peritoneum  and  ovarian  tumours.  Age,  fifty-two  ;  married  ; 
four  children,  all  living — youngest  eleven  years.  Previous 
and  family  history  good.  She  had  been  a  very  strong 
woman  up  to  menopause  three  years  ago.  She  noticed  a 
year  ago  that  she  was  larger  in  the  left  iliac  region,  and  did 
not  seek  advice  until  the  tumour  had  grown  so  large  as  to 
cause  great  discomfort — dyspnoea,  constipation.  She  then 
consulted  a  medical  man,  and  was  treated  for  ascites  by 
givmg  violent  purgatives  and  diuretics,  which,  I  need  hardly 
add,  made  her  case  an  unfavourable  one  for  operative 
interference.  However,  after  explaining  to  her  family  my 
view  of  the  case,  at  her  earnest  request  I  decided  to  operate, 
and,  to  my  great  delight,  found  my  diagnosis  correct.  On 
introducing  the  trocar  (Tait's)  a  thick  gelatinous  fluid  oozed 
out  very  slowly.  I  emptied  out  the  cyst,  passed  my  finger 
down  to  pedicle,  found  it  clear  of  malignant  growth ;  but  on 
trying  to  separate  adhesions  above  I  found  the  top  of  the 
cyst  (which  filled  the  whole  abdomen)  adherent  to  the 
peritoneum,  and  the  part  so  adherent  a  sago-like  mass.  On 
trying  to  separate  this  I  found  the  cyst  wall  broke  away  like 
wet  blotting-paper,  and  the  peritoneum  about  it  was  studded 
with  hard  ivory-like  nodules,  so  well  described  by  Sir  Spencer 
Wells  in  his  remarks  on  cancer  of  the  peritoneum.  There 
was  little  or  no  haemorrhage.  I  ligatured  the  pedicle,  as 
taught  by  Mr.  Lawson  Tait,  and  removed  cyst ;  on  so  doing 
found  a  smaller  cyst  full  of  clear  fluid,  which  I  also  removed ; 
then  washed  out  the  abdominal  cavity  with  tepid  water  from 
the  tap  until  it  flowed  out  clear.  I  was  obliged  to  leave  the 
upper  and  anterior  portion  of  cyst  adherent,  as  I  found  it 
impossible  to  strip  it.  Wound  seemed  to  heal  by  first 
intention,  but  patient  sank  from  exhaustion  in  sixty  hours. 

There  was  nothing  in  this  case  to  point  to  malignant 
disease  ;  no  glandular  enlargement ;  abdomen,  on  palpation, 
was  perfectly  even.     Had  I  seen  her  three  months  previously 
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I  am  certain  I  would  not  have  to  record  her  death;  as  it  was 
quite  evident  that  the  malignant  disease  was  secondary  in  the 
tumour,  and  of  very  recent  date. 

Case  IV. — A.  F.  Dec,  1887.  Parovarian  cyst.  Age 
thirty,  single.  Menstruation  regular.  Previous  and  family 
history  not  good.  Sent  to  me  as  a  case  of  ascites.  No  albu- 
minuria or  symptoms  indicating  hepatic  mischief.  Slight 
swelling  giving  no  inconvenience  ;  commenced  six  months  ago 
in  left  iliac  region,  extending  rapidly  over  abdomen  during 
the  past  two  months  ;  although  much  distended,  there  was 
not  great  discomfort,  all  the  symptoms  pointing  to  ovarian 
dropsy.  I  opened  the  abdomen  and  found  a  large  cyst  with 
no  adhesions  ;  a  slight  pedicle,  long  and  thin,  which  I  tied  with 
Mr.  Tait's  knot  in  Chinese  silk.  The  incision  was  only  two 
inches  in  this  case ;  wound  healed  by  first  intention,  and  tem- 
perature normal  throughout. 

Case  V. — Mary  G.  Strangulated  umbilical  hernia,  with 
radical  cure.  Age,  fifty-five,  married  ;  weight,  seventeen 
stone.  Old  hernia  was  strangulated  thirty-six  hours ;  when  I 
saw  her,  symptoms  very  urgent.  I  did  a  laparotomy  in  this 
case,  twisting  and  tying  the  sac,  with  a  gratifying  result.  I  only 
mention  this  case  incidentally,  as  I  intend  reading  a  special 
paper  on  this  case  at  a  future  date. 

Case  VI. — Mary  B.  December,  1887.  Large  ovarian 
tumour.  Age  twenty-three  ;  single.  On  admission  was  very 
emaciated  with  a  bed  sore.  Had  been  tapped  seven  times  to 
relieve  the  tension  of  the  dropsy,  as  her  medical  attendant 
could  not  persuade  her  to  undergo  operation  before.  Tumour 
first  recognized  two  years  ago.  Pedicle  was  very  broad  and 
thick,  so  that  I  was  obliged  to  use  two  separate  silk  ligatures 
to  tic  it.  She  made  [a  perfect  recovery,  with  the  exception  of 
a  small  abscess,  which  continued  to  discharge  until  a  pedicle 
ligature  came  away,  which  it  did  in  three  months,  when  sinus 
healed  ;  and  instead  of  the  wretched,  bed-ridden  creature,  she 
is  now  a  fine  healthy  young  woman. 

Remarks. — With  the  exception  of  the  first  case,  when  I  had 
the  valuable  advice  and  assistance  of  my  friend,  Dr.  William 
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Smyly,  I  had  no  further  aid  than  that  of  my  efficient  Lady 
Superintendent.  Dr.  W.  O'Meara  gave  ether  in  three  cases, 
and  Surgeon  D.  M.  O'Callaghan,  A.M.S.,  in  the  others;  so 
that  in  the  provinces  one  labours  under  some  disadvantage ; 
for  you  who  have  had  any  experience  of  abdominal  surgery 
know  well  that  you  may  meet  with  many  complications  not 
bargained  for  when  you  open  an  abdomen,  and  under  such  cir- 
cumstances you  would  feel  some  comfort  with  one  or  two  ex- 
perienced colleagues  by  your  side.  But  again,  I  have  the  ad- 
vantages over  you  in  the  city,  of  pure  country  air,  few  specta- 
tors, and  private  wards  ;  these,  with  skilful  nursing,  being 
great  features  in  the  success  of  such  cases. 

I  used  pure  water  from  the  tap  for  ablution,  with  alembroth, 
gauze  and  wool  dressing.  I  am  sure  you  will  agree  with  me 
that  this  briefhistory  of  these  few  cases  helps  to  prove  the  utter 
nonsense  we  were  taught  with  regard  to  the  sacred  precincts  of 
the  abdomen,  and  that  with  absolute  cleanliness  and  dry 
dressing,  in  my  experience  true  antiseptic  surgery,  the  surgeon, 
provided  he  has  special  knowledge  of  the  work,  with  the  essen- 
tial surroundings  heretofore  alluded  to,  can  explore  the  abdomen 
for  diagnosis,  or  for  removal  of  disease,  from  which  a  few  years 
ago  many  valuable  lives  were  lost  through  uncertainty  of  diag- 
nosis, or  from  fear  of  surgical  interference.  This  state  of  things, 
I  am  happy  to  say,  is  now  of  the  past,  thanks  to  the  brilliant 
results  which  have  been  achieved  in  abdominal  surgery  by 
Mr.  Lawson  Tait,  who  has  opened  a  new  era  in  surgery,  and 
enabled  us  to  hold  out  hope  of  relief  to  many  suffering  mortals, 
if  not  total  immunity  from  their  affliction. 

TRANSACTIONS    OF    THE     GYNECOLOGICAL    SOCIETY    OF 

CHICAGO. 

Regular  Meeting,  September  27th,  1889. 
The  President,  CHARLES  T.  Parkes,  M.D.,  in  the  Chair. 

WJien  does  aji  Ovarian  Tumour  call  for  Interference? 

Dr.  Karl  Sandberg  :  There  is  probably  at  the  present 
time  hardly  any  one  who  would  try   any  kind  of  medical 
VOL.  VI. — NO.  21.  II 
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treatment  for  ovarian  tumours  with  hope  of  effecting  a  cure ; 
and  of  the  different  surgical  expedients  proposed  and  tried 
for  this  malady,  ovariotomy,  the  complete  removal  of  the 
whole  tumour,  seems  pretty  unanimously  accepted  as  the 
only  proper  operation. 

There  are  still  some  advocates  of  tapping  in  cases  of 
single  cysts,  and  among  them  as  high  an  authority  as  Sir 
Spencer  Wells,  thinks  it  should  be  enforced  by  almost  a 
refusal  to  do  ovariotomy  until  it  has  been  tested  ;  but  they 
are  certainly  very  few,  and  the  question  may  practically  be 
considered  settled. 

When  does  an  ovarian  tumour  call  for  interference  ?  is 
the  next  question,  and  about  this  there  are  still  very  different 
opinions  among  the  highest  authorities.  Some  operators  do 
not  see  any  indication  for  interference  before  the  patient's 
life  is  in  jeopardy ;  while  others  think  the  indication  is  there 
as  soon  as  the  tumour  is  discovered.  It  is  worth  noticing 
that  we  meet  the  most  conservative  opinions  on  American 
soil. 

W.  H.  Byford^  thinks  we  should  wait  until  some  condition 
connected  with  the  growth  of  the  tumour  begins  to  affect  the 
health  and  thereby  threaten  the  life  of  the  patient.  Until  the  life 
of  the  patient  is  jeopardized  by  the  effects  of  the  tumour  upon 
the  general  health  in  some  way,  we  have  no  moral  or  profes- 
sional right  to  subject  her  to  so  great  a  risk  as  is  incurred  in 
ovariotomy. 

T.  Gaillard  Thomas^  does  not  want  to  interfere  with  an 
ovarian  cyst  until  it  is  evident  that  the  patient  is  failing  in 
strength  and  becoming  emaciated,  depressed,  and  nervous  ; 
only  making  exception  for  small  cysts  that  are  removable  by 
the  vagina.  For  these  he  recommends  removal  as  soon  as 
possible.  Where  the  woman  is  already  of  a  nervous  disposi- 
tion, he  recommends  earlier  removal.  As  unfavourable  con- 
ditions for  the  operation  he  mentions  depression  of  spirits 
and  extensive  and  firm  adhesions. 

'  "  Diseases  and  Accidents  incident  to  Women,"  3rd  edition,  1887,  page  628. 
"^  "Diseases  of  Women,"  5th  edition,  1880,  pages  729-731. 
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P.  F.  Munde^  considers  it  unjustifiable  to  remove  an  ovarian 
tumour  which  neither  by  its  size,  location,  or  symptoms 
seriously  distresses  the  patient  or  impairs  her  health  or  activity, 
but  considers  it  equally  wrong  to  defer  the  operation  until 
the  patient's  constitution  begins  to  suffer.  It  seems  to  him 
the  proper  time  to  operate  on  an  ovarian  tumour  when  the 
tumour  is  evidently  growing,  when  sharp  abdominal  pains 
lead  to  the  suspicion  of  localized  peritionitis  and  adhesions, 
and  when  the  tumour,  by  pressure,  pain  or  otherwise, 
seriously  distresses  the  patient.  Occasionally  he  finds  moral 
indications  for  earlier  operation. 

GoodelF  wants  to  operate  when  the  cyst  has  grown  so 
large  as  to  distend  the  belly,  and  when  the  woman  has  be- 
come thin  and  her  health  has  begun  to  fail.  The  reasons  for 
waiting  are : — the  woman  will  have  lived  longer,  should  the 
operation  turn  out  to  be  a  fatal  one ;  the  abdominal  walls  are 
thinner  ;  the  patient  being  less  full-blooded,  haemorrhage  and 
inflammation  are  not  so  likely  to  occur  ;  the  bowels  are 
crowded  away ;  the  peritoneum  is  less  vulnerable.  He,  like 
Munde,  admits  that  there  may  be  moral  indications  for  earlier 
removal.  When  pregnancy  exists,  he  thinks  we  should  oper- 
ate in  the  first  half  of  the  period  of  gestation. 

Emmet^  says  all  the  advantages  are  now  greatly  in  favour 
of  an  early  operation,  before  adhesions  have  been  formed. 

Hegar  and  Kaltenbach*  recommend  early  operation, 
before  the  patient's  health  is  seriously  affected,  but  prefer  to 
wait  until  the  tumour  has  reached  the  umbilicus,  thinking  this 
makes  the  operation  easier. 

Schroder^  considers  the  removal  of  any  ovarian  tumour 
justifiable  when  it  has  attained  the  size  of  a  child's  head  and 
is  growing,  the  chances  being  unusually  good  when  the  tumour 
is  no  larger  than  this.     The  only  contra-indication  he  knows 

'  "  Minor  Surgical  Gynaecology,"  and  edition,  1885,  pages  414-415. 
-  Pepper,  "  System  of  Medicine,"  vol.  iv.,  page  316. 
'  "  Principles  and  Practice  of  Gynaecology,"  3rd  edition,  1889,  page  711. 
''  Hegar  und  Kaltenbach,  "  Operative  Gynakologie,"  3rd  edition,  1886,  p.  245. 
^  "  Handbuch   der  Krankheiten    der    weiblichen    Geschlechtsorgane,"  4th 
edition,  1879,  pages  39i-393> 
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of  is  where  the  tumour  Is  malign  and  the  complete  removal  is 
impossible.  In  a  case  where  the  tumour  has  extensive  and 
firm  adhesions  in  the  pelvis,  or  when  it  is  in  large  part  subserous, 
he  thinks  it  is  often  advisable  to  wait  until  one  is  sure  the 
tumour  is  growing  ;  but  he  warns,  at  the  same  time,  earnestly 
against  waiting  until  the  patient's  strength  has  begun  to  fail, 
because  the  chances  for  success  are  greater  the  greater  the 
strength. 

Olshausen^  recommends  that  tumours  the  size  of  a  fist 
always  be  removed  when  they  have  a  pedicle  and  are  moveable, 
even  if  they  cause  no  trouble  whatever,  on  account  of  the 
great  danger  from  torsion  of  the  pedicle.  Whether  smaller 
tumours  should  be  removed  will  depend  upon  how  much,  if 
any,  trouble  they  make,  and  the  probable  difficulty  of  the 
operation.  In  cases  of  malignant  tumours,  he  recommends 
operation,  beginning  with  an  exploratory  incision,  whenever 
there  is  no  evidence  of  metastases. 

Gusserow^  thinks  it  best  to  remove  even  the  smallest 
tumours  as  soon  as  discovered.  He  recommends  exploratory 
incision  and  removal  of  malignant  tumours,  if  they  can  be 
removed  completely. 

A.  Martin^  recommends  removal  of  ovarian  tumours  as 
soon  as  they  are  recognized,  considering  that  the  prognosis  is 
better  the  earlier  they  are  removed.  The  only  exceptions  are 
malignant  tumours  not  limited  to  the  ovary. 

Spencer  Wells*  says  that  he  has  become  more  and  more 
disposed  to  advise  the  removal  of  an  ovarian  tumour  as  soon 
as  its  nature  and  connections  can  be  clearly  ascertained,  and 
it  is  beginning  in  any  way,  physically  or  mentally,  to  do  harm, 
since  the  risk  of  the  operation  under  such  circumstances  is 
certainly  less  and  the  possible  evils  of  delay  are  excluded.  But 
further  on  he  declares  it  possible  to  operate  too  early  as  well 

*  "  Handbuch  der  Frauenkrankheiten "  (Bilroth  and  Luecke),  2nd  edition, 
vol.  ii.,  pages  650  and  652. 

-  Clinical  Lecture,  February,  i887. 

"  "  Pathologie  und  Therapie  der  Frauenkrankheiten,"  1885,  page  394. 

*  "Diagnosis  and  Surgical  Treatment  of  Abdominal  Tumours,"  1885,  pages 
38  and  69. 
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as  too  late,  and  states  that  operations  for  small,  unattached 
tumours  in  strong,  healthy  persons  have  by  no  means  given 
the  best  results.  He  also  formulates  the  postulate  that  a 
woman  who  has  become  accustomed  to  the  confinement  of  a 
sick-room,  and  has  lost  flesh,  bears  the  removal  of  an  ovarian 
tumour  better  than  one  in  good  health. 

Thomas  Keith  waits  for  some  degree  of  impairment  of 
health  and  emaciation  (Munde,  "  Min.  Surg.  Gyn."),  but  prefers 
that  the  operation  shall  be  performed  early  and  before  the 
general  health  has  become  enfeebled  (Bantock, "  A  Plea  for 
Early  Ovariotomy"). 

Knowsley  Thornton^  recommends  early  operation,  but 
prefers  to  wait  until  the  tumour  is  pushing  the  abdominal  wall 
slightly  forward. 

Lawson  Tait's  ^  rule  is  to  remove  an  ovarian  tumour  as 
soon  as  it  is  discovered,  thinking  the  earlier  the  operation  is 
performed  the  more  certain  the  patient  is  to  recover. 

Granville  Bantock  ends  his  "  Plea  for  Early  Ovariotomy  " 
(1881)  in  the  following  words  : — "  I  would  urge,  then,  with  all 
the  force  which  the  strongest  conviction  imparts,  that  ovari- 
otomy should  be  performed  as  soon  as  we  can  be  sure  of  the 
diagnosis ;  believing  as  I  do,  that  were  this  rule  followed  in 
only  a  majority  of  the  cases,  the  success  would  be  much 
greater  than  we  are  even  now  able  to  boast  of." 

At  the  present  standpoint  of  abdominal  surgery,  all  talk 
about  the  great  vulnerability  of  the  peritoneum  ought  to  be 
silenced,  and  there  ought  to  be  only  one  opinion  about  the 
very  small  risk  of  opening  the  abdominal  cavity.  This  has 
certainly  been  proved  to  satisfaction  over  and  over  again  by 
the  different  operators.  It  also  ought  to  be  conceded  as  a 
priori  logical  and  furthermore  statistically  proved,  that  the 
smaller  the  tumour,  the  thinner  the  pedicle,  the  fewer  the 
adhesions,  and  the  better  the  general  physical  and  mental 


'  "Handbuch  der  Frauenk  ankheiten"  (Bilroth  and  Luecke),  2nd  edition, 
vol.  ii.,  page  651. 

-  "  Pathology  and  Treatment  of  Diseases  of  the  Ovaries,"  4th  edition,  1883, 
page  253. 
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condition  of  the  patient,  the  better  the  chances.  G.  G.  Bantock 
has  shown  that  out  of  Spencer  Wells'  i,ooo  cases  599  had 
adhesions,  of  these  165  died — giving  a  mortality  of  27.54  P^^^ 
cent. ;  401  had  no  adhesions,  of  these  6%  died — giving  a  mor- 
tality of  16.95  pci"  cent.  Consequently  the  difference  amounts 
to  10.59  per  cent,  in  favour  of  no  adhesions,  or,  in  other  words, 
of  early  operation.  In  his  own  185  cases,  the  percentage  is 
respectively  20.10  per  cent,  and  5.00  per  cent. — making  a 
difference  of  15.10  per  cent.  According  to  Mr.  J.  Clay's 
statistics,  of  those  who  had 

No  adhesions 30  percent,  died. 

Slight  adhesions    40  „      „      „ 

Extensive  adhesions 50   „      „      „ 

Extensive  adhesions  requiring  Hgature...70  „      „      „ 
Bantock  also  gives  us  another  table,  that  speaks  for  itself 
or  rather  for  early  and  easy  operation. 

Table  showing  the  duration  of  operation  in  183  cases,  with 
the  mortality : — 

Time  occupied.  Cases.         Deaths.  Percentage. 

Up  to  60  minutes 137  12        8.00 

60  to  80      „        29  6       20.6 

80  to  100    „        10  5       50.0 

Over    100    „        9  5       55.5 

Hereto  ought  to  be  added  all  those  cases  that  die  from 
want  of  operation  on  account  of  inflammation  in  or  outside  of 
the  cyst,  bleeding  from  ruptured  blood  vessels  or  gangrene  of 
the  cyst  caused  by  twisting  of  the  pedicle,  or  from  other  reasons 
entirely  or  partly  caused  by  the  presence  of  the  tumour.  All 
these  cases  ought  to  be  added  to  the  mortality  of  late  operation. 
Another  thing  that  ought  to  be  taken  into  consideration  is 
the  comparative  value  of  the  life  of  a  woman  with  an  ovarian 
tumour  and  of  one  in  good  health.  The  life  of  the  first  one  is 
always  in  peril  and  very  often  nothing  but  a  burden  to 
her. 

When  we  consider  all  these  factors,  I  think  it  should  be 
agreed  that  it  is  bad  practice  to  wait  "until  the  patient's 
health  is  affected  or  her  life  threatened  "  ;  "  until  she  is  failing 
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in  strength  and  becoming  emaciated,  depressed,  and  nervous  "  ; 
"  until  she  is  seriously  distressed,  and  her  health  or  activity 
impaired  "  ;  "  until  sharp  abdominal  pains  lead  to  the  suspicion 
of  localised  peritonitis  and  adhesions  "  ;  "  until  the  belly  is  dis- 
tended and  the  woman  has  become  thin  and  her  health  has 
begun  to  fail  " ;  "  until  the  tumour  has  reached  umbilicus  "  ; 
"  until  it  is  beginning  in  any  way,  physically  or  mentally,  to  do 
harm,  or  until  the  woman  has  become  accustomed  to  the  con- 
finement of  a  sick-room  and  has  lost  flesh." 

None  of  these  conditions  are  required  for  any  other  opera- 
tion, and  they  are  only  reminiscences  from  the  time  when 
ovariotomy  was  considered  preferable  only  to  immediate  death. 
The  sooner  we  throw  them  overboard  the  better.  An  ovarian 
tumour  does  always  call  for  interference,  and  it  calls  loud 
enough  to  make  additional  indications  unnecessary. 

Dr.  A.  Reeves  Jackson  :  The  question  which  has  been 
presented  to  us  by  this  thesis  is  not  a  new  one  certainly,  but 
not  the  less  valuable  on  that  account.  It  is  possible  that  if 
some  of  the  authors  who  have  been  cited  were  now  consulted, 
they  would  express  different  opinions  from  those  given.  I 
think  that  to-day  there  is  not  very  much  difference  of  opinion 
as  to  when  an  ovarian  tumour  should  be  removed.  But  the 
point  cannot  be  settled  by  the  consideration  of  any  one  factor. 
Not  only  the  size  of  the  tumour  should  be  taken  into 
account,  but  the  symptoms  which  it  produces,  including  the 
mental  as  well  as  the  physical.  I  think  that  any  surgeon, 
whatever  his  general  views  might  be,  would  be  guided  by  the 
symptoms  and  surroundings  of  the  particular  case,  and  would 
operate  upon  a  tumour,  whatever  its  size,  if  it  were  provocative 
of  serious  symptoms.  A  recent  analysis  that  has  been  made 
by  the  Pittsburg  Medical  Review  shows  that  some  of  the 
opinions  we  have  held  in  regard  to  ovarian  tumours  need  fur- 
ther consideration  and  perhaps  modification.  As  many  of  you 
know,  there  have  been  published  in  that  journal  during  the 
years  1887  and  1888  reports  of  all  the  American  operations 
which  were  sent  to  the  editors,  comprising  1,322  cases,  nearly 
500  of  which  were  laparotomies  for  ovarian  and  parovarian 
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tumours.  The  general  mortality  during  the  three  years  of  1866- 
^y-^Z  was  nearly  15  per  cent.     Those  cases  in  which  there 
were  extensive  adhesions  had  of  course  the  larger  mortality — 
nearly  21  per  cent.     In  those  in  which  the  adhesions  were 
comparatively  slight,  the  mortality  was  much  less — between 
14  and   1 5   per  cent.      In  those  cases  in  which  there  were  no 
adhesions,  the  mortality  was  only  a  little  over  8  per  cent.     In 
43  cases  in  which  the  tumours  had  been  known  to  exist  from 
four  to  thirty  years,  there  were  only  three  deaths.     Surely 
this  fact  is  an  argument  in  favour  of  non-interference  so  long 
as  injurious  symptoms  do  not  appear.     I  have  never  thought 
an  ovarian  tumour  should  be  removed  simply  because  it  was 
an  ovarian  tumour  and  discovered.     Then,  too,  there  is  some- 
times difficulty  in  diagnosis,  and  this  difficulty  is  frequently 
removed  by  the  prolonged  history  of  the  case.     In  the  early 
stages  we  cannot  be  sure  that  an  ovarian  tumour  is  of  cystic 
growth,  and  solid  ovarian  growths  do  not  need  such  early  in- 
terference.    Operation  would  of  course  be  imperative  in  cases 
in   which   grave  symptoms  should  supervene — for   instance, 
twisting   of  the   pedicle,   repeated   attacks  of  inflammation, 
whether  in  the  cyst  or  outside  of  it.     Now  that  abdominal 
operations  during  inflammatory  conditions  are  so  frequently 
successful,  this  peritonitis  would  not  be  so  great  a  bar  to  opera- 
tion as  formerly.     Forty  or  fifty  years  ago  conservative  men 
did  not  advise  removal  of  ovarian  tumours,  generally  because 
of  the  great  mortality,  which  at  that  time  was  not  less  than  30 
per  cent.,  and,  if  all  cases  had  been  reported,  would  have  been 
shown  to  exceed  40  per  cent.     But  the  same  men  would  not 
be  deterred  from  operating  now,  when  the  mortality  is  reduced 
one-half     All  the  factors  must  be  considered,  and  each  case 
decided  upon  its  merits.     The  continuity  of  the  tumour,  its 
size,  the  effect  of  its  presence  upon  the  patient's  mind  and 
body — all  these  and  many  other  facts  must  be  considered.     I 
do  not  think  we  can  formulate  any  fast  rule  to  guide  us  in 
settling  this  question.     In  my  own  experience,  tumours  which 
had  attained  to  or  exceeded  ten  or  fifteen  pounds  have  been," 
as  a  rule,  more  successfully  removed  than  those  which  did  not 
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exceed  one  or  two  pounds.  I  think  there  is  force  in  the  state- 
ment made  that  those  patients  who  are  in  apparently  full 
health  do  not  endure  these  operations  so  well  as  those  in  whom 
the  tumour  has  made  some  progress,  and  has  begun  to  affect 
the  general  health.  But  the  question,  after  all,  is  one  that 
must  be  decided  by  the  effect  of  the  tumour  on  the  patient. 

I  would  like  to  make  a  supplementary  remark  on  the  sub- 
ject of  tapping.  An  authority — I  do  not  remember  who — 
stated  many  years  ago  that  tapping,  which  was  then  very 
much  in  vogue,  was  really  more  dangerous  than  the  operation 
of  ovariotomy.  In  the  earlier  days  of  my  experience  I  tapped 
a  good  many  cases  of  ovarian  tumour ;  but  while  I  seldom 
resort  to  the  measure  latterly,  I  am  not  prepared  to  condemn 
the  procedure  in  such  a  wholesale  way  as  Dr.  Nelson  does. 
Indeed,  I  think  there  are  many  cases  in  which  tapping  may 
prolong  life  and  render  a  radical  operation  unnecessary.  In 
the  tabulated  statement  to  which  I  have  referred,  a  very  large 
number — about  sixty,  I  think — had  been  tapped,  and  the  mor- 
tality in  those  cases  was  only  two  per  cent,  higher  than  in  those 
in  which  no  tapping  had  been  done.  So  that  it  does  not  add 
so  materially  to  the  danger  as  has  been  supposed.  There  are 
many  cases  in  which  an  operation  must  be  postponed ;  the 
unwillingness  of  the  patient,  her  condition  otherwise  than  that 
connected  with  the  tumour,  may  make  it  necessary  to  give 
relief,  and  tapping  may  produce  palliation  of  symptoms  for  a 
long  time. 

Dr.  H.  P.  Newman  :  While  I  would  not  presume  to 
criticise  the  eminent  authorities  cited  here  to-night,  I  think 
the  remarks  made  by  Prof.  Jackson,  as  to  the  necessity  of 
making  a  special  study  of  each  individual  case,  cannot  be  too 
strongly  emphasized.  I  have  in  mind  two  illustrative  cases. 
One  of  these  I  presented  to  the  Chicago  Medical  Society  about 
three  years  ago — a  dermoid  cyst,  about  the  size  of  a  small 
cocoa-nut,  which  ruptured  and  caused  death  in  a  young  woman 
twenty-five  years  of  age.  The  specimen  was  seen  by  our 
President,  and  the  cause  of  rupture  attributed  by  him  to  a 
probable  twist  in  the  pedicle.     The  unfortunate  termination 
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in  this  case  would  certainly  be  an  argument  in  favour  of  the 
early  operation.  In  the  second  instance  I  was  called  to  Central 
Iowa  to  operate  upon  a  woman,  seventy-three  years  of  age,  who 
had  had  for  twelve  years  an  ovarian  tumour.  When  I  saw 
her  the  growth  was  perhaps  two  inches  above  the  umbilicus 
and  had  been  tapped  several  times  during  the  past  year,  the 
last  time  about  two  weeks  previous  to  my  visit.  The  patient 
was  strong  and  healthy  for  one  of  her  years,  and  I  could  not 
determine  that  she  was  suffering,  or  had  at  any  time  suffered, 
in  any  way  directly  from  the  presence  of  the  tumour,  except 
from  the  inconvenience  when  it  became  large.  Complete 
relief  from  this  symptom  had  always  been  afiforded  her  by  the 
local  physician  in  tapping.  She  was  well  nourished,  and  during 
my  stay  sat  at  dinner  with  the  family,  ate  heartily,  and  seemed 
to  be  in  perfect  health.  I  did  not  advise  an  operation,  although 
the  tumour  was  large  and  frequent  tapping  was  necessary. 

As  far  as  my  limited  experience  goes,  the  smaller  tumours 
are  often  more  difficult  to  remove  ;  and  I  would  take  exception 
to  the  statement  in  the  paper  that  in  large  tumours  which  have 
risen  above  the  pelvis  the  pedicle  is  larger  and  more  difficult 
to  tie.  On  the  contrary,  in  these  tumours  the  pedicle  is  apt 
to  become  stretched  and  attenuated,  while  in  the  small  growths 
it  is  often  short,  ill-defined,  and  difficult  to  get  at  and  handle. 

Dr.  A.  H.  Foster  :  I  have  had  no  experience  in  ovari- 
otomy, but  I  was  called  to  a  patient  in  labour  by  one  of  our 
Fellows,  to  remove  an  ovarian  tumour  subsequent  to  preg- 
nancy. I  suppose  that  is  a  factor  that  comes  in  sometimes ; 
it  is  mentioned  in  the  paper.  I  believe  our  President  saw  that 
case  repeatedly.  I  have  not  heard  the  result ;  she  was  in 
labour,  and  I  was  called  just  temporarily. 

Dr.  W  .E.  Clark  :  From  my  observation  I  believe  that 
those  cases  that  have  been  operated  upon  early  have  had  more 
favourable  results  than  those  where  there  has  been  treatment 
and  the  operation  has  been  late.  I  have  about  made  up  my 
mind  that  as  soon  as  a  diagnosis  is  made  of  an  ovarian  cyst, 
other  circumstances  being  as  favourable  as  possible,  that  it 
should  be  operated  upon  immediately.  I  am  in  favour  of 
early  operation. 
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Dr.  D.  T.  Nelson  :  I  have  but  little  to  add  to  what  has 
already  been  said,  and  the  chief  thing  I  think  we  should  all 
emphasize  is  that  every  case  shall  be  studied  upon  its  own 
merits.  Some  cases  of  very  small  tumours  need  operation  ; 
some  cases  of  very  large  ones,  like  the  one  referred  to  by  Dr. 
Newman,  do  not  need  operation,  especially  if  it  is  a  patient 
who  is  going  to  die  very  soon  from  age,  and  apparently  is  not 
going  to  die  very  soon  from  the  tumour.  I  believe  that  it  will 
be  found  to  be  the  experience  of  all,  that  many  small  tumours 
are  more  difficult  to  remove  than  those  of  moderate  size  or 
large  size.  If  there  is  a  question  of  adhesions,  the  sooner  they 
are  removed  the  better,  before  the  adhesions  begin  or  are  of 
any  considerable  number.  I  think  one  of  the  authorities  cited 
advocates  the  tapping  of  tumours  before  their  removal.  I  hope 
the  Society  will  express  an  opinion  as  to  that,  If,  in  the 
opinion  of  the  physician  in  attendance,  there  is  no  need  of 
tapping  for  diagnosis,  I  should  say  never  tap  an  ovarian 
tumour.  In  a  case  like  the  one  referred  to,  where  the  general 
health  was  not  being  impaired,  where  the  patient  was  ap- 
parently well  nourished  and  had  been  tapped  before  the  days 
of  modern  surgery  and  modern  appliances  in  the  treatment  of 
these  tumours,  and  adhesions  seem  not  to  have  been  formed 
by  the  process,  possibly  it  might  be  well  to  continue  for  a 
time  longer,  until  the  general  health  is  more  impaired  or  she 
die  of  some  other  disease.  In  regard  to  the  question  of  impair- 
ment of  general  health,  I  believe  none  of  us  will  wish  for 
patients  in  poor  health,  but  all  will  want  patients  in  perfect 
health  or  as  near  perfect  health  as  possible.  And  I  think  the 
experience  of  some  who  have  placed  themselves  on  record  in 
former  years,  but  would  not  now,  is  that  they  prefer  a  moderate 
amount  of  impairment  of  health,  a  moderate  loss  of  flesh 
perhaps  I  would  better  say,  and  a  moderate  amount  of  ex- 
perience in  the  sick-room  modifying  their  desires  and  habits 
somewhat.  We  want  patients  in  perfect  health,  but  I  think 
some  of  the  most  obese  patients  are  not  in  sufficient  health 
for  such  operations,  and  I  think  eventually  we  shall,  like  those 
training  for  the  ring,  reduce  the  flesh  of  our  patients  before  we 
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commence  such  operations.  What  we  call  the  most  perfect 
health  I  think  sometimes  means  simply  avoirdupois,  means  a 
ruddy  countenance  and  full  flesh,  which  does  not  necessarily 
mean  to  the  physiologist  perfect  functional  activity  of  all  the 
organs ;  and  I  think,  for  so  serious  an  operation  as  ovariotomy, 
the  patient  should  be  put  in  the  best  possible  physiological  con- 
dition as  to  bowels,  kidney,  skin,  and  every  other  organ.  I 
believe  by  so  doing  we  shall  improve  our  patients  and  improve 
our  records.  The  condition  of  all  other  organs  should  be 
noticed  most  carefully.  Every  now  and  then  a  practitioner  has 
a  patient  who  does  badly,  and  he  finds  at  the  autopsy,  or  in 
some  more  careful  examination,  perhaps,  without  an  autopsy, 
that  there  is  serious  disease  of  some  important  organs,  like  the 
kidneys  or  lungs.  While  this  does  not  necessarily  prevent  an 
operation,  it  should  make  us  careful  in  operating.  I  believe 
we  are  sometimes  justified,  in  cases  with  serious  disease  of  the 
kidney  (certainly  with  serious  disease  of  the  heart  and  exten- 
sive disease  of  the  lungs),  in  operating  upon  these  tumours. 
The  other  disease  is  likely  to  sooner  destroy  the  patient  with 
the  tumour  than  if  it  has  been  removed.  I  have  seen  such  a 
case  within  six  months,  and  I  believe  the  patient  has  done 
well  so  far  as  the  tumour  is  concerned,  but  probably  tuber- 
culosis will  destroy  her.  Yet  I  think  she  will  live  longer  with 
the  tumour  removed  than  with  the  tumour  and  tuberculosis. 
So,  as  I  said,  I  believe  every  case  must  be  studied  carefully  by 
itself.  If  we  can  allow  a  tumour  to  grow  to  be  of  moderate 
size,  about  the  size  of  a  foetal  head,  without  gaining  adhesions 
or  serious  impairment  of  the  health,  or  injury  to  the  patient,  I 
should  rather  have  it  than  a  smaller  one  to  remove,  and  I 
believe  the  patient  will  make  a  better  recovery. 

Dr.  H.  P.  Merriman  :  My  idea  is  that  when  a  woman  has 
an  ovarian  tumour  she  has  a  trouble  that  is  hurtful  from  the 
beginning — it  is  a  cause  of  ill  health,  and  the  longer  it  exists 
the  worse  it  is  for  her.  So  on  general  principles  I  am  in 
favour  of  removing  an  ovarian  tumour  as  soon  as  it  is  diag- 
nosed, unless  there  are  plain  indications  against  it.  There  may 
arise  certain  questions.     One  of  the  first  of  these  would  be  the 
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question  of  adhesions ;  another  is  certain  complications,  like 
inflammations  in  the  pelvis,  that  may  be  entirely  independent 
of  the  tumour ;  a  third  question  would  be  pregnancy,  and  a 
fourth  would  be,  possibly,  the  state  of  health  of  the  woman — 
it  might  be  best  to  improve  her  general  condition  before  the 
operation  was  performed. 

I  reiterate  that  unless  there  are  objections,  unless  there  are 
strong  reasons  for  not  operating,  I  believe  in  removing  an 
ovarian  tumour  as  soon  as  the  diagnosis  is  certainly  made. 
My  own  experience  is  that  adhesions  have  no  special  relation 
to  the  progress  of  the  tumour,  and  I  have  seen  them  just  as 
bad  in  small  tumours  as  in  very  large  ones. 

Dr.  Bayard  Holmes  :  Mr.  President,  I  would  like  to 
refer  to  the  cause  of  such  a  high  mortality  in  those  cases  in 
which  there  are  adhesions  more  or  less  extensive.  The  mor- 
tality in  those  cases  is  of  course  occasionally  due  to  haemorrhage 
from  the  blood  vessels  in  the  denuded  places,  but  I  think  that 
the  ordinary  cause  of  death  in  those  cases  is  sepsis.  Some 
late  experiments  of  Rinne,just  published  in  Langenbeck' s Archiv 
(Bd.  xxxii.,  pp.  1-96),  would  seem  to  indicate  the  relation  which 
these  extensive  adhesions  and  the  necessarily  denuded  portions 
of  the  peritoneum  have  to  death  from  sepsis.  The  experi- 
menter injected  into  the  healthy  peritoneal  cavity  of  animals, 
considerable  quantities  of  pus  from  abcesses ;  he  also  injected 
pure  cultures  of  pyogenic  bacteria,  and  did  this  daily  with 
considerable  care,  with  a  small  needle.  In  all  cases  there  was 
complete  absorption  of  the  pus  and  complete  destruction  of  the 
pure  culture.  It  was  attended  by  only  a  transient  peritonitis, 
and  accompanied  by  only  the  most  trivial  elevation  of  tempera- 
ture. But  when  a  portion  of  the  peritoneum  had  been  removed 
so  as  to  leave  the  connective  tissue  exposed,  even  the  injection 
of  very  small  quantities  of  pus,  or  a  very  much  diluted  pure 
culture  of  pyogenic  bacteria,  resulted  in  a  protracted  peritonitis 
and  a  sepsis  which  invariably  proved  fatal.  These  experiments 
show  that  the  uninjured  peritoneum  is  capable  of  taking  care 
of  a  large  amount  of  septic  material  while  uninjured,  which  is 
not  the  case  when  a  focus  of  connective  tissue  or  denuded 
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tissue  of  any  kind  is  exposed  to  infection.  The  denuded 
point  becomes  the  seat  of  infection,  and  furnishes  a  constant 
flow  of  infection  of  the  peritoneum  until  the  resistance  of  that 
organ  is  overcome  and  a  general  peritonitis  supervenes.  I 
think  that  the  indication  is  well  stated  by  Dr.  Sandberg. 
Operations  should  be  undertaken  before  adhesions  are  formed, 
which  are  shown  to  be  so  dangerous  in  their  results. 

Dr.  C.  T.  Parkes  :  I  am  confirmed  in  my  opinion  that,  as 
a  general  proposition,  the  presence  of  an  ovarian  tumour  is  a 
source  of  danger  to  the  person  who  has  it,  and  as  soon  as 
surrounding  conditions  can  be  settled,  an  operation  for  the 
relief  of  the  tumour  should  be  done. 

I  am  in  accord  with  Dr.  Merriman  in  reference  to  small 
tumours.  It  seems  to  me  that  it  depends  somewhat  upon  the 
method  of  development  of  the  tumour,  whether  it  has  a  pedicle 
or  not.  I  am  half-way  convinced  that  tumours  that  have 
pedicles  have  pedicles  from  the  first  and  the  pedicle  grows 
with  tumour,  and  those  that  are  sessile  are  sessile  from  the 
first.  Those  that  are  broad  in  their  development  at  first  are 
apt  to  be  small  and  confined  to  the  pelvis,  and  under  any 
circumstances  difficult  to  remove.  I  think  the  number  of 
tumours,  small  in  size,  which  are  apt  to  be  found  in  the  pelvis 
and  can  be  relieved  by  vaginal  tapping  are  few.  In  my  ex- 
perience, most  of  these  tumours  have  been  ruptured  cysts  that 
are  emptying  their  contents  into  the  abdominal  cavity,  where 
vaginal  tapping  v/ould  be  worse  than  useless,  and  abdominal 
section  the  only  means  of  entire  relief.  In  every  case  of  this 
kind  coming  under  my  care,  they  have  been  difficult  and  have 
left  large  spots  exposed  to  the  dangers  of  infection.  I  think  you 
cannot  go  beyond  the  general  proposition  that  the  sooner  the 
tumour  is  taken  away  the  better  for  the  patient,  the  operation, 
of  course,  being  preceded  by  a  careful  diagnosis.  We  can 
imagine  cases,  such  as  those  complicated  with  pregnancy,  in 
which  tapping  should  be  done  as  a  relief  to  the  patient,  rather 
than  an  operation  for  removal.  I  think  tapping  can  be 
rendered  perfectly  innocuous  by  antiseptic  methods  and  by 
care  in  the  removal  of  the  contents.     Again,  we  must  not  fail 
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to  remember  that  there  are  many  cases  on  record  in  which 
the  most  careful  of  men  have  diagnosed  the  presence  of  an 
ovarian  cyst  where  a  full  and  complete  tapping  has  entirely 
cured  the  patient,  especially  in  the  case  of  broad-ligament 
cysts.  So  where  there  are  no  bad  symptoms  except  distention, 
it  is  justifiable  to  try  tapping  alone  as  a  cure.  I  am  inclined 
to  believe  that  the  old  method  of  tapping  without  antiseptic 
precautions  was  a  dangerous  thing  to  do ;  and  even  now,  with 
antiseptic  precautions,  one  will  meet  cases  in  which  the  cyst 
fluid  is  so  deleterious  that  any  portion  getting  out  into  the 
peritoneal  cavity  would  be  a  source  of  great  danger. 

There  can  be  no  question  as  to  the  necessity  of  immediate 
removal  in  the  case  Dr.  Newman  mentioned. 

There  is  one  point  that  the  paper  brought  to  my  mind 
after  Dr.  Holmes  made  his  remarks  about  the  dangers  of 
infection  from  a  broken  surface.  That  is  when  the  author 
makes  the  assertion  that  there  is  no  danger  in  attacking  the 
peritoneum,  that  the  idea  that  it  is  at  all  vulnerable  should  be 
dismissed.  T  do  not  believe  the  proposition,  and  I  do  not 
think  any  man  should  do  abdominal  surgery  who  is  governed 
by  that  idea.  It  is  vulnerable,  and  the  slightest  abrasion  of 
its  epithelium  opens  the  pathway  to  the  worst  of  sepsis. 

If  for  no  other  reason  than  the  almost  universal  presence 
of  the  pus  microbe,  than  the  great  possibility  of  neglecting  the 
minutest  scrutiny  of  every  surrounding  during  all  operations, 
it  appears  to  me  dangerous  to  advocate  the  almost  total 
invulnerability  of  the  peritoneum.  It  is  doubtful  if  any  other 
tissue  in  the  body  responds  more  rapidly,  or  its  response  is 
attended  with  greater  fatality,  than  the  peritoneum  to  this 
irritation.  Truly  an  avoidable  infection,  but  is  it  likely  to  be 
avoided  if  one  believes  that  the  tissue  concerned  is  invul- 
nerable ? 

Dr.  T.  J.  Watkins  :  I  think  a  wrong  impression  may  be 
given  by  the  quotation  from  Emmet  in  regard  to  this  case. 
Whenever  the  cyst  is  confined  to  the  pelvis  he  is  in  favour  of 
waiting  until  it  grows  to  sufficient  size  to  be  elevated  outside 
of  the  pelvis,  thereby  lengthening  the  pedicle,  unless  there  is 
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some  indication  for  operating  before  then.  He  is  also  very 
conservative  when  there  is  a  suspicion  of  the  cyst  being  a 
dermoid  ;  and  in  a  young  patient  where  the  cyst  has  remained 
a  long  time  and  is  growing  very  slowly,  and  is  giving  her  no 
trouble,  he  thinks  it  is  entirely  wrong  to  operate  under  those 
circumstances.  As  you  all  know,  the  fluid  of  the  dermoid 
cyst  is  very  dangerous  if  any  of  it  escapes  into  the  peritoneal 
cavity,  and  I  think  when  the  cyst  is  confined  to  the  pelvis  it 
may  be  a  great  mistake  to  do  laparotomy,  even  though  it  may 
be  giving  a  good  deal  of  pain  ;  for  after  the  abdomen  is 
opened  it  may  be  impossible  to  remove  it,  or  if  it  is  removed 
it  is  done  at  the  risk  of  great  haemorrhage.  If  we  do  not 
remove  the  cyst  it  is  often  aspirated,  or  may  be  punctured 
and  drained  from  the  vagina.  In  such  a  cyst,  I  should  be  in 
favour  of  aspirating  first  from  the  vagina. 
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The  Etiology  of  Puerperal  Fever. 
To  the  Editor  of  the  British  Gyncecological  Journal. 

Sip, — The  following  case,  as  showing  how  obscure  the  aetiology  of 
puerperal  fever  may  be,  will  possibly  interest  your  readers  : — 

Mrs.  A.,  aged  twenty-seven,  was  delivered  of  her  second  child, 
a  boy,  living,  on  December  27th  last.  The  labour,  which  lasted 
about  four  hours,  was  perfectly  easy,  natural,  and  uncomplicated ; 
slight  pressure  over  the  uterus,  causing  the  almost  immediate  separa- 
tion and  expulsion  of  the  placenta,  and  no  haemorrhage  occurring. 

The  patient  did  quite  well  until  the  third  day,  when  on  awakening 
from  her  night's  rest,  a  vacant  expression  about  the  eyes,  and  absence 
of  mind,  were  noticed.  There  was  no  tympanitis,  swelling,  or 
tenderness  over  the  abdomen,  and  nothing  unusual  was  discoverable 
■per  vagi  nam ;  but  the  pulse  was  120,  the  temperature  103.5,  '^"^  the 
discharge  had  nearly  ceased.  The  symptoms  remained  almost 
unchanged  until  the  fifth  day,  when  the  external  genitals  swelled 
considerably,  and  the  vagina  had  become  hot,  dry  and  tender ; 
vomiting  occurred  twice,  and  the  abdomen  was  distended  with 
flatus,  and  painful  on  pressure.  The  aspect  became  distinctly  deathly  j 
there  was  a  well-marked  internal  strabismus,  and  typhoid  symptoms 
set  in,  with  picking  at  the  bedclothes,  muttering  delirium,  &c.  Pulse 
at  this  time  almost  uncountable  from  its  weakness  and  rapidity,  and 
temperature  105.5.  Constipation  was  the  rule  from  the  commence- 
ment, and  the  patient  never  once  complained  of  pain.  She  died  in 
a  state  of  coma  on  the  sixth  day. 

On  the  first  appearance  of  symptoms,  syringing  with  Condy, 
hydrarg.  perchlor.,  &:c.,  was  started,  and  continued  all  the  time,  and 
salicylate  of  soda  and  quinine  administered,  but  without  benefit 

Every  imaginable  cause  for  the  attack  was  discussed,  the  possibility 
of  scarlatina  and  drain  infection    being  especially  considered,  but 
none  was  found,  until  finally  it  was  elicited  that  fifteen  months  pre- 
viously the  husband  had  suffered  from  a  severe  attack  of  erysipelas 
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of  the  head  and  face,  and  had  during  his  illness  occupied  the  very 
bed  on  which  Mrs.  A.  was  confined,  it  never  having  been  disinfected, 
except  in  the  most  careless  and  insufficient  manner. 

Was  not  erysipelas  the  cause  of  the  puerperal  fever?  and 
if  so,  should  not  patients  be  warned  never  to  be  confined  upon  a 
bed  which  had  previously  been  used  for  a  case  of  erysipelas? 

Other  points  worthy  of   note   are — first,  that   my  patient    had 
suffered  from  whitlow  during  her  pregnancy,  which,  however,  had 
quite  disappeared  at  the  time  of  her  confinement ;   and  secondly, 
that  her  sister  had,  two  years  previously,  died  of  puerperal  fever. 
I  am,  Sir, 

Yours  truly, 

T.  F.  Howard  Clarke. 
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British  Medical  Association. — Fifty-eighth  Annual  Meeting, 
Birmingham,  July  29th,  30th,  31st  and  August  ist,  1890.  Section  C, 
Obstetric  Medicine  and  Gynaecology.  President^  Thomas  Savage, 
M.D.,  F.R.C.S.;  Vice-Presidents,  C.  J.  Wright,  M.R.C.S.,  James 
Murphy,  M.D.  In  the  above-mentioned  section  at  the  annual 
meeting,  arrangements  have  been  made  for  the  following  important 
subjects  to  come  under  discussion:  i.  "On  Modern  Methods  of 
Managing  Lingering  Labour,"  to  be  opened  by  Dr.  W.  S.  Play  fair. 

2.  "  On  the  Importance  of  Gonorrhoea  as  a  Cause  of  Inflammation  of 
the  Pelvic  Organs,"  to  be  opened  by  Dr.  George  Granville  Bantock. 

3.  "  On  the  Relief  of  Labour  with  Impaction  by  Abdominal  Section, 
as  a  Substitute  for  the  Performance  of  Craniotomy,"  to  be  opened  by 
Dr.  Murdoch  Cameron.  The  following  gentlemen  have  already 
promised  to  take  part  in  the  above-mentioned  discussions  : — Dr. 
Auvard,  Paris ;  Dr.  Elder,  Nottingham ;  Dr.  Imlach,  Liverpool ; 
Dr.  Aust  Lawrence,  Bristol ;  Dr.  Smyley,  Dublin ;  Lawson  Tait,  Esq., 
Dr.  J.  R.  Morison,  Newcastle;  Dr.  Braithwaite,  Leeds;  also  Dr. 
Macan,  Dublin ;  Dr.  Cullingworth,  London ;  Dr.  Goodell,  Phila- 
delphia and  Dr.  Fancourt  Barnes,  London. 

It  is  proposed  that  a  series  of  Clinical  and  Operative  Demon- 
strations shall  be  given  on  the  morning  of  each  day  before  the  work 
of  the  section  begins,  by  Dr.  Savage,  Mr.  Lawson  Tait  and  Mr.  J.  W. 
Taylor.  The  following  papers  have  been  promised  for  this  section : 
D.  Berry  Hart,  M.D.Edin.,  "On  the  Displacement  of  the  Placenta 
in  Extra-Uterine  Gestation."  W.  L.  Reid,  M.D.Glas.,  "  On  a  Simple 
Form  of  Axis  Traction  Forceps."  J.  S.  Nairne,  F.R.C.S.Edin., 
Exam,,  Glasgow,  "  Some  Additional  Points  in  the  Surgical  Treatment 
of  Cancer  of  the  Uterus,  with  a  Retrospect  of  the  Twenty-Three  Cases 
Reported  at  Meeting,  1889."  Murdoch  Cameron,  M.D.Glas.,  "On 
Csesarian  Section  with  Three  Successful  Cases."  (Dr.  Cameron  will 
also  show  a  pair  of  axis  traction   forceps.)    J.   K.   Kelly,  M.D., 
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Crossbill,    Glasgow;    C.   E.   Purslow,    M.D.,    192,   Broad    Street, 
Birmingham,  Hon.  Sees. 


ZwEiFEL  has  observed  on  several  occasions  when  laparotomy  has 
been  performed  by  gas  light,  that  not  only  the  patient,  but  the 
operators  experienced  a  slight  roughness  of  the  throat,  especially 
when  the  operation  was  a  protracted  one.  Several  patients  who  had 
undergone  operations  at  the  Gynaecological  Clinic  at  Leipsic,  in 
which  this  roughness  was  experienced,  subsequently  developed 
catarrhal  pneumonia.  A  patient  who  had  completely  recovered 
after  operation  afterwards  succumbed  to  this  pulmonary  inflammation. 
The  cause  is  sufficiently  obvious.  The  chloroform  becomes  decom- 
posed by  the  light  of  gas  or  petroleum.  The  smell  of  the  products 
of  this  decomposition  has  sometimes  become  so  pronounced  that  it 
has  been  thought  some  material  was  burning  in  an  adjoining  chamber. 


We  learn  with  much  regret  that  Dr.  J.  B.  Hunter,  of  New  York, 
died  in  June,  1889.  He  was  a  Fellow  of  the  British  Gynaecological 
Society. 


Professor  Pajot. — The  Figaro  has  published  an  admirable 
profile  in  writing  of  the  illustrious  master  of  the  art  of  obstetrics,  from 
which  we  make  the  following  extracts :  "Two  passions  have  dominated 
his  life,  fishing  and  obstetrics.  When  he  was  poor  and  unknown  he 
laid  the  basis  of  his  future  renown  by  giving  daily  free  courses,  to 
which  practitioners  flocked  in  crowds.  In  1863  he  was  unanimously 
elected  to  the  chair  of  theoretical  obstetrics,  which  he  only  quitted 
in  1883,  on  the  death  of  Depaul,  for  that  of  clinical  professor.  But 
he  has  alwa)  s  been  an  exceptional  lecturer,  owing  to  his  oratorical 
powers  and  his  originality.  To  captivate  his  audience  he  brought 
all  his  powers  into  play,  and  his  lectures  were  made  up  of  brilliant 
passages,  literary  and  political  allusions,  anecdotes  and  bo7i  mots.  His 
sayings  have  become  aphorisms.  Thus,  in  speaking  about  the  use  of 
the  forceps,  he  says :  *  The  rule  is  inflexible ;  always  to  commence 
by  applying  the  left  blade  with  the  left  hand  on  the  left,  and  all 
ought  to  be  gauche  except  you,  the  operator.'  A  precept  thus  formu- 
lated is  never  forgotten.  He  frequently  amused  his  confreres  by  his 
apt  allusions  and  humour.  Thus  when  the  subject  of  the  use  of 
chloroform   to   ease  the  pain  of  labour  was  under  discussion,  he 
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pointed  out  to  his  colleagues  the  following  advertisement  of  a  dentist : 
'Extractions  with  pain,  five  francs;  without  pain,  twenty  francs.' 
This  was  not  a  rigorous  scientific  conclusion,  though  it  was  a 
humorous  way  of  putting  one  of  the  professional  aspects  of  the 
question,  for  the  giving  of  chloroform  entailed  a  higher  fee.  Pro- 
fessor Pajot  is  one  of  the  great  medical  celebrities  of  Paris,  and 
though  he  has  retired  from  teaching,  yet  he  is  as  vigorous  as  ever." 


Ulysse  Trelat. — This  well-known  surgeon  has  just  died  after 
a  short  illness.  From  1864  to  1867  Trelat  was  surgeon  to  the 
Maternity  at  Paris.  He  occupied  himself  to  a  very  large  extent  in 
the  diseases  of  women.  He  wrote  numerous  interesting  papers  on 
perinasorrhaphy,  on  the  treatment  of  vesico-vaginal  fistula,  salpingitis, 
retroversions,  prolapse  of  the  womb  and  other  cognate  subjects. 
His  clinic  at  the  Charity  Hospital  was  one  of  the  most  popular  in 
Paris,  always  attracting  a  large  class. 


The  will  of  Dr.  Protheroe  Smith,  late  of  42,  Park  Street, 
Grosvenor  Square,  was  proved  on  December  30th,  the  value  of  the 
personal  estate  being  ^49,000.  The  testator  leaves  ^500  to  the 
Hospital  for  Women,  and  the  rest  to  be  divided  between  his  four 
children,  one  of  whom  is  Dr.  Hey  wood  Smith,  the  well  known 
gynaecologist. 


The  Obstetrical  and  Gynaecological  Society  for  the  North  of 
England  was  formally  inaugurated  on  the  17th  of  February,  in 
Manchester,  by  the  adoption  of  rules  of  membership  and  the  election 
of  officers.  Professor  Wallace,  of  Liverpool,  was  elected  the  First 
President ;  Dr.  Walter,  of  Manchester,  the  Hon.  Treasurer ;  Dr. 
Sinclair,  of  Manchester,  the  General  Secretary ;  the  Vice-Presidents 
were  Dr.  Lloyd  Roberts,  of  Manchester,  Drs.  Burton  and  Alexander, 
of  Liverpool,  Drs.  Wright  and  Braithwaite,  of  Leeds.  The  Hon. 
Local  Secretaries  appointed  for  each  centre  are :  Dr.  Briggs  for  Liver- 
pool, Dr.  Donald  for  Manchester,  Dr.  Rumbold  for  Leeds.  The 
Council  consists  of  eight  members  nominated  from  each  centre,  in 
addition  to  the  officers  named. 
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THE  BRITISH  GYNECOLOGICAL  SOCIETY. 

Wednesday,  April  9,  1890. 

C.  H.  F.  ROUTH,  M.D.,  President,  in  the  Chair. 

Present  :  17  Fellows,  3  Visitors. 
The  following  were  elected  Fellows  of  the  Society :  Dr.  J. 
S.  Hill,  London,  and  Dr.  Holmes,  Oregon,  U.S.A. 

A  Case  of  Removal  of  a  large  Myxo7fta  from  the  Pelvis.  By 
W.  H.  Fenton,  M.D.,  M.A.Oxon,  Physician  to  the 
Out-patients,  Chelsea  Hospital  for  Women,  Surgeon  to 
the  Royal  Maternity  Charity. 

Elizabeth  R.  came  under  my  care  as  an  in-patient  at 
the  Chelsea  Hospital  for  Women  on  the  nth  February,  1890. 
She  was  a  well-nourished  woman  of  forty-four  years  of  age. 
Her  aspect  was  singularly  placid,  and  had  none  of  the 
peculiar  drawn  pinched  look  so  often  associated  with  ab- 
dominal tumours.  She  had  been  living  as  a  married  woman 
for  fourteen  years,  and  thirteen  years  ago  had  borne  one 
child.     No  pregnancy  had  occurred  since  that   date.     Four 
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years  before  admission  patient  had  a  fall,  after  which,  she 
stated,  a  lump  made  its  appearance  in  the  left  side,  indicating 
the  iliac  fossa  as  about  its  situation.  It  caused  her  no  pain, 
but  gradually  grew  till,  as  on  admission,  it  appeared  to  fill  the 
whole  abdominal  cavity,  her  girth  at  the  umbilicus  being 
forty-two  inches.  During  the  whole  time  of  its  growth  she 
suffered  no  pain  and  had  no  attacks  of  vomiting ;  she  lost 
no  flesh ;  the  functions  of  defaecation  and  micturition  were 
in  no  way  interfered  with.  She  earned  her  living  by  going 
out  charing,  and  was  able  to  work  right  up  to  the  time  of 
coming  to  the  hospital. 

Physical  examination  disclosed  that  the  abdomen  was 
entirely  occupied  by  a  large  rounded  tumour  springing  from 
the  pelvis  below  and  disappearing  under  the  diaphragm 
above.  It  was  most  elastic,  but  gave  no  evidence  of  a  fluid 
wave.  The  percussion  note  dull  all  over  the  front  of  ab- 
domen ;  resonant  in  both  loins.  The  abdominal  wall,  though 
tightly  stretched,  was  thick  and  fleshy.  Examination  per 
vaginam  enabled  one  to  feel  a  rounded  swelling  through  the 
post-vaginal  wall  at  the  upper  part,  but  it  was  impossible  to 
reach  the  uterus  with  the  finger,  and  this  is  an  important 
indication  in  the  light  of  what  subsequently  happened. 

On  February  13th  the  patient  was  prepared  for  operation, 
i.e.^  the  belly  carefully  washed,  bladder  and  bowels  emptied. 

Operation. — Under  ether,  a  comparatively  small  incision 
was  made  in  the  median  line,  and  a  smooth  elastic  tumour, 
perfectly  free  from  adhesions,  was  come  upon,  filling  the  false 
pelvis  and  reaching  to  the  under  surface  of  the  liver  and 
stomach  above.  An  exploratory  thrust  with  a  trocar  drew 
off  no  fluid,  but  blood  spurted  furiously  from  the  wound, 
which  was  clamped  at  once.  The  abdominal  incision  was 
then  enlarged  to  midway  between  the  umbilicus  and  the 
ensiform  cartilage,  and  with  some  little  difficulty  the  tumour 
coaxed  out  through  this  long  gash.  It  was  taken  to  be  a 
large,  soft  fibroid  of  the  uterus.  On  either  side  of  the  mass, 
about  the  junction  of  its  lower  fourth  and  upper  three- 
fourths,  the  two  ovaries  and  tubes  projected  like  ears.     The 
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wire  of  the  serre-noeud  was  passed  easily  enough  below  these 
appendages  and  tightened  up,  'a  circular  incision  being  made 
above  the  wire  by  several  inches,  and  the  bulk  of  the 
tumour  amputated.  Blood  and  juice  poured  out  as  the  cut 
was  being  made  to  the  extent  of  many  pints.  The  wall  of 
the  tumour  was  seen  to  be  a  tough  kind  of  membrane,  which 
would  not  strip  off  its  core  as  a  tumour  capsule  so  often  will. 
The  core  consisted  of  a  rough,  irregular  meshing  of  very 
friable  kind  of  tissue,  entangling  quantities  of  a  thick  sticky 
juice  about  the  colour  of  honey,  and  was  as  disagreeable  to 
handle  as  office  gum.  No  blood  vessels  appeared  to  run  in 
the  tumour,  but  could  be  seen  in  large  numbers  and  size  in 
the  false  capsule.  The  wire  was  tightened  up  as  this  stuff 
poured  out  and  allowed  the  stump  to  contract,  and  a  fresh 
amputation  performed  lower  down,  leaving,  however,  still 
some  two  and  a-half  inches  above  the  wire.  This  being 
done,  it  at  once  became  manifest  that  in  the  fore  part  of  the 
stump  a  cavity  lined  with  mucous  membrane  had  been 
opened.  A  sound  was  passed  into  the  bladder,  and  by  its 
manipulation  it  was  soon  proved  that  that  organ  was  intact. 
Digital  examination  of  the  vagina  demonstrated  that  the 
upper  portion  of  that  canal  had  been  cut  right  through.  In- 
spection of  the  part  amputated  showed  that  it  contained  the 
entire  uterus  and  the  upper  part  of  the  vagina.  The  bulk  of 
the  stump  above  the  wire  was  reduced  to  manageable  dimen- 
sions. It  may  be  mentioned  that  at  the  first  amputation  the 
stump  in  point  of  size  was  about  equal  to  a  section  through 
the  middle  of  an  ordinary  thigh. 

Just  as  the  toilet  of  the  peritoneum  had  been  completed 
and  the  final  stage  of  pinning  the  stump  and  sewing  up 
entered  upon,  a  large  vessel  started  bleeding  just  where  the 
wire  encountered  the  tightly-stretched  edge  of  the  left  broad 
ligament.  This  point  was  seized  and  controlled  by  a  pair  of 
right-angled  clamp  forceps,  which  were  left  on  and  projected 
from  the  wound  like  the  serre-noeud.  After  very  careful  co- 
aptation of  the  edges  of  the  wound  the  stump  was  dressed 
with  dried  persulphate  of  iron,  and  the  patient  was  carried  to 
her  bed  showing  wonderfully  little  evidence  of  shock. 
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The  first  twenty-four  hours  after  operation  the  patient 
looked  and  seemed  to  be  doing  well ;  the  tongue  was  moist, 
pulse  strong  and  even — eighty-four  per  minute ;  if  a  fault  was 
to  be  found  with  it,  it  was  too  hard  and  tense.  Very  little 
sickness;  no  evidence  of  shock.  Some  flatulence,  sighing 
frequently,  and  a  pain  in  back  with  desire  to  pass  urine  made 
up  the  rest  of  her  symptoms.  Our  resident  medical  officer, 
Mr.  Wadham,  passed  the  catheter  at  intervals  of  about  four 
or  five  hours,  with  the  result  that  on  one  occasion  one  drachm 
of  urine  was  drawn  off.  During  the  next  day  patient  became 
a  little  more  flushed,  intellect  quite  clear ;  the  desire  to  pass 
water  left  her.  The  sighing  was  exchanged  for  a  hiccough,  the 
flatulence  greatly  increased,  temperature  rose  to  ioo"4,  pulse 
remained  eighty-four  per  minute  and  was  noted  to  be  tense. 
The  skin  did  not  act.  No  water  was  drawn.  The  third  day 
the  pulse  rose  to  ninety-two,  temperature  toioo*6;  patient  got 
a  little  restless  and  drowsiness  passed  off.  Face  was  flushed 
and  tongue  kept  moist ;  complained  of  no  pain  and  seemed 
really  very  little  distressed.  The  stump  was  quite  dry.  No 
urine  obtained.  As  the  probabilities  were  that  I  had  caught 
the  ureters  in  the  wire  of  the  serre-nceud,  I  felt  the  only  course 
was  to  get  rid  of  the  stump  and  with  it  the  wire  as  early  as  I 
could,  so  as  to  release  the  ureters.  Patient's  strength  was 
holding  out,  and  it  seemed  that  if  the  block  to  the  uterers 
could  be  removed  she  might  yet  recover.  Accordingly  I 
gave  directions  that  the  stump  above  the  pins  should  be 
whittled  away  by  degrees.  This  was  at  once  commenced. 
The  clamp  forceps,  too,  were  released  from  what  had  been  the 
bleeding  point.  At  11.30  p.m.  on  February  i6th,  eighty- 
one  hours  from  the  operation,  five  drachms  of  urine  were 
drawn  from  the  bladder.  On  the  following  morning  at  a 
time  not  precisely  stated  in  the  notes,  three  drachms  more  of 
urine  were  drawn  off.  It  was  examined  and  found  to  be 
faintly  acid  in  reaction,  and  did  not  contain  any  albumen. 
During  this  time  the  stump  was  being  cautiously  cut  away, 
and  at  four  o'clock  on  the  i8th  February,  or  about  122 
hours  from  the  operation,  the  stump  was  cut  away  above  the 
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pins,  and  the  remainder  of  it  allowed  to  drop  back,  although 
this  was  only  five  days  from  operation.  This  probably  re- 
leased at  all  events  one  ureter,  as  six  hours  later,  128  from 
operation,  twelve  ounces  of  urine  were  drawn  from  the  bladder, 
acid  in  reaction,  sp.  gr.  1009;  'tio  albumen,  no  blood.  During 
the  next  fourteen  hours  109  ounces  were  collected  from  the 
bladder,  besides  pints  which  flooded  the  bed  from  the  wound 
and  from  the  vagina. 

Throughout  this  period  of  suppression  of  urine  there  was 
never  any  evidence  of  any  collection  of  fluid  in  either  loin 
or  in  the  abdomen.  As  to  its  having  collected  in  the  bladder, 
and  there  being  a  failure  to  draw  it  off,  I  may  mention  that 
the  catheter  was  generally  passed  by  Mr.  Wadham,  who  is 
most  skilful  in  such  matters ;  and  further  than  that,  with  the 
stump  firmly  pinned  down,  I  do  not  see  how  the  bladder 
could  receive  much  urine. 

I  believe  all  this  urine  was  secreted  by  the  kidneys  in 
the  few  hours  that  had  elapsed  since  the  pressure  was  taken 
off"  the  ureters.  Our  experience  of  the  enormous  quantities 
of  urine  which  can  be  secreted  in  a  short  time  under  the 
influence  of  fear,  or  the  nervous  condition  known  as  hysteria, 
quite  agrees  with  this. 

On  the  following  day  a  drainage  tube  was  passed  through 
the  abdominal  wound  into  the  vagina  and  allowed  to  project 
from  the  vulva  so  as  to  direct  the  flow  of  urine  into  a  receptacle. 
As  soon  as  this  arrangement  had  been  made  the  patient 
improved  very  much,  passed  good  nights,  took  her  food  well; 
the  flatulent  distension  and  hiccough  disappeared.  In  fact 
all  went  well  up  to  March  4th,  nineteen  days  from  the 
operation,  about  equal  quantities  of  urine  being  drained  off"  by 
the  tube  through  the  wound  and  vagina  and  passed  per 
urethram.  At  this  point  a  marked  diminution  took  place  in 
the  amount  of  urine  passed  from  the  bladder,  the  quantity 
draining  away  remaining  the  same.  The  urine  coming  from 
the  bladder  dropped  to  seven,  six,  four,  one,  ounce  per  day, 
and  once  3ij  only  were  obtained  during  one  period  of 
twenty-four  hours.     The  urine  which   passed   through  the 
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bladder  became  more  and  more  purulent  and  most  horribly 
foetid.  The  urine  obtained  from  the  drainage  tube  was  a 
little  turbid,  and  soon  became  alkaline  and  ammoniacal  on 
standing. 

The  situation  then  appeared  to  be  this,  that  one  ureter 
had  been  caught  in  the  wire  of  the  serre-nceud  and  severed  the 
other,  being  only  temporarily  blocked  probably  by  kinking 
from  dragging  up  the  stump.  This  is  how  I  account  for  the 
nine  drachms  of  urine  obtained  from  the  bladder  in  the  twelve 
hours  immediately  after  the  operation.  The  kidney  with  the 
severed  ureter  was  apparently  doing  good  work,  secreting  on 
the  average  twenty-nine  ounces  of  fairly  healthy  urine  in 
twenty-four  hours.  The  kidney  which  had  still  some  con- 
nection with  the  bladder  was  evidently  undergoing  complete 
disorganisation.  The  patient  during  this  time  was  going 
rapidly  from  bad  to  worse.  She  took  less  and  less  food.  The 
abdominal  distension  returned,  as  also  the  hiccough  and  flush- 
ing of  the  face,  but,  just  as  during  the  time  of  urinary 
suppression,  the  mind  remained  clear  and  there  was  no  twitch- 
ing of  muscles  or  convulsions.  She  gradually  sank  and  died 
on  March  loth,  just  three  days  within  the  month  from  the 
day  of  operation. 

By  post-mortem  examination  it  was  noted  that  the 
body  was  much  emaciated ;  that  the  abdominal  wound  was 
healed  throughout  its  length  except  a  small  opening  at  the 
lower  end  leading  down  to  the  vagina;  this  opening  was 
shut  off  from  the  abdominal  cavity  by  a  thin  layer  of  organised 
lymph  which  cemented  together  adjacent  coils  of  the  small 
intestine.  The  abdominal  cavity  contained  no  fluid;  the 
intestines  were  free  from  one  another,  no  adhesion  being 
apparent  except  just  where  the  stump  had  been,  but  they 
were  enormously  distended  with  flatus.  On  removing  the 
bowels  and  inspecting  the  kidneys  and  ureters  in  situ  under 
their  coverings  of  fascia,  little  or  no  fat  being  present,  no 
abnormality  was  apparent  except  the  right  ureter  was  about 
double  the  size  of  the  left.  On  making  a  button  hole  into  the 
left  ureter  and  introducing  a  probe  it  passed  readily  up  to  the 
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kidney  and  down  along  the  edge  of  the  pelvic  brim,  escaping 
through  an  opening  just  at  the  outer  margin  of  the  fistulous 
track  into  the  vagina  and  some  two  inches  short  of  the  bladder. 

The  right  ureter  similarly  treated  showed  much  the  same 
thing,  the  probe  demonstrating  that  the  ureter  came  to  an 
untimely  end  at  the  pelvic  brim  or  the  right  margin  of  the 
fistulous  track  of  the  stump.  There  was  an  escape  from  the 
right  ureter  of  the  most  horribly  offensive  purulent  stuff 
similar  to  that  which  for  several  days  had  been  drawn  from 
the  bladder. 

The  kidneys  which  I  have  brought  here  to-night  were 
examined,  and  showed  that  the  pelvis  of  the  right  one  was 
distended  somewhat  with  pus,  had  a  phosphatic  deposit  in  it, 
and  the  pyramids  were  undergoing  destruction.  The  left 
kidney  was  a  deep  red  colour,  peeled  readily  and  weighed 
within  two  drachms  the  same  as  the  other,  viz.,  nine  ounces. 
Clearly  then  the  patient  died  from  the  injury  received  by  the 
kidneys  from  the  prolonged  obstruction  of  the  ureters,  viz., 
five  complete  days.  It  was  singular  that  the  one  which 
remained  up  to  the  last  in  connection  with  the  bladder  was 
the  one  which  was  most  disorganised.  This  I  attribute  to  the 
fact  that  many  catheterisations  of  the  bladder  had  been  made 
prior  to  the  appearance  of  the  urine,  and  thus  inflammation  of 
the  bladder  started,  which  inflammatory  action  crept  up  the 
right  ureter  to  the  bladder.  The  left,  which  was  completely 
cut  through  from  the  first,  and  poured  its  stream  of  urine 
through  the  vagina,  continued  to  secrete  fairly  healthy  urine 
to  the  last.  The  first  question  that  arises  to  me  is  this  :  could 
I  in  a  similar  case  avoid  the  same  accident  of  injuring  the 
ureters?  It  must  be  remembered  that  I  had  a  huge  tumour 
with  a  very  thick  pedicle.  I  naturally  selected  the  narrow- 
est part  below  the  ovaries  for  engaging  with  the  wire,  and 
I  thought  that  the  wire  at  that  point  was  encircling  the 
cervix  uteri.  I  had  no  idea  the  pedicle  really  consisted 
of  a  portion  of  the  tumour  apparently  growing  from  the 
posterior  vaginal  wall  and  the  vagina  itself,  and  that  I 
was  some  inches  below  the  os  uteri.     An  inter-abdominal 
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hysterectomy  perfomed  in  such  a  way  would  be  bound  to 
include  both  ureters,  as  they  ordinarily  pass  from  behind 
the  cervix  uteri  to  the  base  of  the  bladder.  But  in  a  case 
such  as  this  they  may  be  pushed  anywhere  by  the  tumour, 
as  burrowing  under  the  peritoneum  it  rises  eventually  into  the 
abdominal  cavity.  I  feel  that  had  I  bethought  me  more  of 
the  importance  of  the  negative  symptom  of  not  being  able  to 
feel  the  uterus  from  the  vagina  without  an  anaesthetic  I  might 
during  the  operation  have  got  an  assistant  to  thrust  a  hand 
into  the  vagina  and  used  his  fingers  as  a  guide  to  keep  a  little 
above  the  vaginal  roof.  Very  little  more  room — and  in  this 
way  I  should  have  allowed  a  good  deal  more — would  have 
kept  me  clear  of  the  ureters.  Any  one  who  saw  the  opera- 
tion would,  I  am  sure,  say  that  enucleation  was  out  of  the 
question.  The  capsule  though  distinct  would  not  peel  off,  nor 
would  the  juicy  ill-defined  substance  of  which  the  body  of 
the  tumour  was  made  up,  shell  out.  But  on  this  point  I  shall 
ask  for  the  free  criticism  of  the  Fellows.  Perhaps  some  may 
have  had  parallel  cases  which  may  have  led  them  into  similar 
difficulties. 

It  was  very  interesting  in  this  case  to  note  how  remarkably 
little  profound  disturbance  there  was  to  the  health  during  the 
five  days  no  urine  was  secreted,  the  prominent  symptom 
merely  being  pain  in  the  back,  which  soon  went,  flush  of  the 
face,  hiccough,  and  great  flatulent  distension  of  the  abdomen, 
which  symptoms  returned  when  the  fatal  urinary  complication 
came  on,  being  entirely  absent  during  the  fortnight  patient 
did  well. 

On  referring  to  the  medical  and  surgical  text-books  in 
use,  I  was  surprised  to  find  how  little  was  to  be  found  on  the 
subject  of  suppression  of  urine.  After  carefully  dispelling  the 
mists  which  I  think  must  exist  in  the  reader's  mind,  prevent- 
ing his  being  able  to  distinguish  between  the  meaning  of  the 
two  words,  suppression  and  retention^  they  leave  the  question 
with  the  baldest  statements.  In  one  instance  we  have  under 
the  head  of  suppression  of  urine  the  following  mixture  of 
cases.    One  where  a  patient  secreted  no  urine  for  nine  days, 
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and  yet  recovered  and  did  well ;  no  cause  given.  Another  is 
mentioned  of  suppression,  twenty-two  weeks  ;  no  cause  given. 
Another,  no  urine  secreted  up  to  seventeen  years  of  age ;  and 
yet  what  can  there  be  in  common  in  such  diverse  cases  as 
these  must  be  ?  From  the  French  hospitals  I  am  not  surprised 
to  observe  cases  of  girls  who  have  discharged  urine  vicariously 
from  the  stomach  ;  however,  it  was  by  close  examination  dis- 
covered that  these  girls  not  only  drank  the  urine  first  but 
secreted  and  passed  it  in  the  ordinary  way  before  drinking  it. 

Roberts  on  urinary  and  renal  diseases  mentions  a  case  of 
a  man  who  died  after  nine  and  a  half  days'  suppression  of 
urine,  but  on  looking  into  the  history,  fifty-four  ounces  of 
urine  were  passed  from  the  so-called  fourth,  fifth,  and  sixth 
days  of  suppression,  and  six  ounces  of  urine  were  found  in  the 
hXzA^Qx post-mortem.  Another  case  he  gives  of  suppression 
for  nine  and  a  half  days  before  death,  two  ounces  being  secreted 
on  the  fourth  day,  and  none  found  in  the  bladder  afterwards. 
Up  to  the  seventh  day  this  patient  gave  no  evidence  of  any 
very  profound  disturbance  of  health,  skin  acting,  appetite  re- 
maining, &c.,  only  just  at  the  last  the  characteristic  symp- 
toms of  uraemic  poisoning  appearing. 

A  case  of  an  old  lady  of  sixty,  too,  is  mentioned  where  com- 
plete suppression  took  place  for  three  days,  the  ureters  being 
subjected  to  pressure  by  a  cancerous  growth  ;  this  pressure  be- 
coming altered,  and  the  function  restored,  the  patient  lived  to 
die  of  the  cancer. 

In  the  bulk  of  genuine  cases  of  suppression  of  urine  it 
appears  that  the  symptoms  for  some  days  are  trifling  compared 
with  the  gravity  of  the  accident  that  has  occurred — the 
flushed  face,  hiccough,  slight  distress,  and  at  first  a  desire  to 
pass  water  with  lumbar  pain.  All  through  the  skin  acts  freely  ; 
there  is  no  urinary  smell  about  patient,  and  but  little  loss  of 
appetite ;  often  a  considerable  thirst ;  head  quite  clear,  and 
only  at  the  last  do  uraemic  symptoms  declare  themselves. 

Some  experiments  of  Hermann*  showed  that  the  pressure 

*  Henle  and  Pfeufers,  Zeitschrift^  1862,  p.  i. 
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exerted  on  the  ureter  by  a  column  of  mercury  60  mm.  high= 
24  inches,  caused  complete  arrest  of  the  secretion  of  urine. 

This  is  not  reassuring  when  one  reflects  how  often  by 
disturbing  the  pelvic  anatomy,  in  dragging  up  a  short,  thick 
pedicle  for  the  clamp,  very  considerable  pressure  must  be 
exerted  on  one  or  both  ureters.  I  feel  that  the  scope  of  this 
paper  would  be  exceeded  were  I  to  attempt  an  analysis  of  all 
the  published  cases  of  suppression  of  urine.  So  interesting  as 
this  part  of  the  question  is,  I  must  leave  it,  and  conclude  by 
asking  the  Fellows  to  givQ  me  the  practical  information  I  am 
seeking  in  bringing  this  case  before  the  Society  as  to  how  I 
or  others  may,  if  I  or  they  meet  with  similar  cases,  avoid 
encountering  the  same  difficulties  that  I  have  met  with. 


Report  on  the   Specimen  of  Abdominal    Tumour, — Received 
Feb.,  14,  1890,  by  Mr.  Bland  Sutton. 

The  parts  consist  of  the  uterus  and  upper  two  inches  of 
the  vagina,  surrounded  by  a  large  solid  tumour,  the  whole 
weighing,  after  the  blood  and  large  quantities  of  serum  had 
drained  away,  nine  pounds.  The  uterine  walls,  especially  at 
the  fundus,  are  thicker  than  usual  (one-and-a-half  to  two 
inches). 

On  section  the  tumour  has  a  well-defined  and  firm 
peripheral  portion,  not  sufficiently  distinct  to  constitute  a 
capsule.  This  part  is  made  up  mainly  of  unstriped  muscle- 
fibre.  The  central  portion  of  the  tumour  is  soft  and  succu- 
lent like  an  orange,  the  tissues  being  engorged  with  a  sticky, 
almost  mucilaginous,  fluid.  There  is  no  line  of  demarcation 
between  the  tumour  and  the  tissues  of  the  cervix  uteri  and 
adjacent  parts  of  the  vagina.  The  soft  parts  of  the  tumour 
consist  of  typical  myxomatous  tissue. 

These  tumours  arise  in  the  connective  tissue  normally 
existing  between  the  layers  of  the  broad  ligaments  of  the 
uterus.  In  their  early  stages  they  consist  mainly  of  unstriped 
muscle  tissue,  but  after  attaining  the  size  of  a  small  melon, 
the  central  parts  undergo  myxomatous  change,  and  in  some 
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specimens  fluid-containing  cavities,  sometimes  of  large  size, 
arise  in  them. 

Mr.  Alban  Doran  is  of  opinion  that  these  tumours  arise 
in  the  ligament  of  the  ovary,  but  in  those  I  have  examined 
the  ovarian  ligament  was  unconnected  with  the  tumour.  An 
excellent  specimen  of  this  nature  is  described  in  the  Gynae- 
cological Society's  Journal,  1 889.  I  reported  upon  the  specimen 
and  added  a  drawing  to  illustrate  the  condition. 

The  present  specimen  is  the  eighth  example  which  I  have 
had  the  opportunity  of  examining. 

J.  Bland  Sutton. 

Dr.  Fancourt  Barnes  said  he  was  present  at  the 
operation,  and  the  only  thing  that  surprised  him  was  that  the 
tumour  should  have  been  removed  without  at  the  same  time 
taking  away  part  of  the  bladder,  the  ureters,  or,  indeed,  any 
of  the  organs  adjacent  to  the  uterus.  It  was  a  remarkably 
large  tumour  and  had  no  pedicle,  and  so  far  as  he  was  able 
to  see,  watching  the  operation  closely,  it  was  impossible 
to  determine  what  was  tumour  and  what  uterus  or  bladder. 
He  himself  always  made  a  rule  to  leave  a  large  margin  for 
the  pedicle,  and  Dr.  Fenton  had  certainly  carried  out  the 
principle  in  that  case.  The  tumour,  however,  was  so  large 
and  round  that  even  when  he  had  done  this,  and  applied  the 
serre-nceud  around  what  he  might  consider  to  be  in  the  place 
of  the  pedicle,  still  there  was  an  enormous  mass  of  tissue  left 
behind.  This  did  not  shrink  up  as  the  pedicle  usually  did, 
and  it  had  to  be  tied  in  the  best  way  they  could.  Before  he 
did  this,  however,  he  enucleated  down,  so  as  to  leave  a 
pedicle.  This  was  very  difficult  to  do,  as  the  capsule  could 
not  be  brought  together  to  form  a  capsule  pedicle.  As  re- 
gards the  condition  of  the  kidneys,  he  thought  the  case  was 
one  which  would  probably  be  quoted  on  account  of  the  com- 
plete absence  of  suffering  and  other  indication  of  the  serious 
condition  in  which  the  patient  was  in.  He  thought  that  Dr. 
Fenton  had  conferred  a  great  benefit  upon  the  technique  of  hys- 
terectomy by  relating  this  case.  Seeing  that  it  was  admitted 
on  all  hands  that  hysterectomy  was  likely  to  come  more  and 
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more  Into  the  category  of  classic  operations,  cases  of  this 
kind  were  of  extreme  service,  as  laying  down  important  land- 
marks. 

Dr.  F.  A.  PURCELL  observed  that  the  method  described 
by  Dr.  Bantock  at  their  last  meeting  seemed  peculiarly 
adapted  to  Dr.  Fenton's  case.  He  alluded  to  the  application 
of  an  elastic  ligature  over  the  base  of  the  tumour  before 
attempting  to  enucleate.  Had  that  been  done  the  haemorrhage 
would  have  been  restrained.  Then  the  capsule  might  have 
been  divided  and  stripped  down  and  the  serre-nceiid  applied 
around  the  base  of  the  tumour,  which  would  have  been  easy, 
and  the  tumour  then  lifted  up  out  of  its  cavity.  The  walls 
of  the  tumour  would  thus  form  the  pedicle,  and  the  applica- 
tion of  the  serre-nceud  within  the  capsule  would  have  had  the 
effect  to  further  restrain  the  haemorrhage.  Then  the  stump 
could  be  brought  up  and  fixed  to  the  parietes,  after  which  the 
elastic  ligature  should  be  removed.  He  thought  that  if  this 
procedure  had  been  adopted  the  ureters  would  undoubtedly 
have  escaped  inclusion. 

Dr.  Bantock  said  the  case  brought  before  them  two 
questions,  viz.,  the  first  relating  to  the  urinary  secretion,  and 
the  interference  with  it.  He  pointed  out  that  the  symptoms 
arising  from  the  retention  of  urine  were  very  different  from 
those  due  to  suppression,  and  his  experience  had  taught  him 
that  suppression  of  urine  led  far  more  rapidly  to  a  fatal  result 
than  retention.  In  Dr.  Fenton's  case  the  urine  seemed  to 
have  been  retained  and  not  suppressed,  and  it  recalled  to  his 
mind  a  case  of  his  own  in  which  he  had  removed  a  very  large 
soft  fibroid  tumour,  which  involved  the  removal  of  the 
whole  of  the  uterus.  He  was  young  in  experience  in  those 
days,  and  he  would  not  now  commit  the  same  error.  After 
enucleating  the  tumour,  and  finding  that  there  was  a  little 
bleeding  in  the  direction  of  the  broad  ligament,  instead  of  pick- 
ing up  the  bleeding  vessels  he  put  a  ligature  upon  each  broad 
ligament,  as  he  thought,  thinking  that  he  was  quite  far  enough 
away  from  the  ureters.  Unfortunately,  however,  he  included 
the  ureter  on  both  sides,  and  the  patient  died  five  or  six  days 
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later  with  symptoms  which  he  was  inclined  to  attribute  to 
retention  of  urine.     The  other  question  raised  by  Dr.  Fenton's 
case  was  as  to  the  operation  itself,  and  Dr.  Purcell  had  in 
some  measure  forestalled  him.     He  admitted  that  it  was  diffi- 
cult for  anyone  who  had  not  seen  the  operation  to  criticise  or 
to  form  an  opinion ;  but  his  experience  of  similar  cases  led 
him  to  think  that  if  the  elastic  ligature  had  first  been  applied 
around  the  base  of  the  tumour  the  haemorrhage  which  usually 
comes  from  the  envelope  would  have  been  controlled.     This 
would  have  got  rid  of  the  most  important  source  of  haemor- 
rhage, and  Dr.  Fenton  might  then  have  divided  the  capsule 
and  stripped  it — forcibly  if  needs  be — from  the  tumour  by  the 
use  of  scissors.     He  might  then  have  got  down  to  the  base  of 
the  tumour  and  enucleated  it,  keeping  as  close  to  the  enve- 
lope as  possible.     In  that  way  he  would  have  escaped  the 
ureters.     Having  enucleated  the  whole  or  the  greater  part  of 
the  tumour,  leaving  perhaps  a  small  portion  of  the  cervix,  he 
could  have  gently  loosened  the  elastic  ligature,  catching  up 
any  bleeding  points  that  presented  themselves,  and  so  have 
avoided  the  injury  inflicted  upon  the  ureters.     He  would  sug- 
gest that  in  any  similar  case  that  the  elastic  ligature  should 
be  used  as  a  controlling  agent.       He   thought   that  would 
save  the  operator  from  the  difficulties  which  he  met  with  in 
this  case.      It  would  save  him  from  taking  part  of  the  vagina 
away.     As  Dr.  Fenton  had  read  his  paper,  he  was  quite  pre- 
pared for  the  damage  inflicted  upon  the  ureters  when  he  told 
us  that  he  had  removed  a  considerable  portion  of  the  vagina ; 
for  unless  it  was  the  posterior  cid-de-sac  he  must  of  necessity 
have   injured  the  bladder  or  the  ureters,  or  both.     It  was  a 
very  instructive  case,  and  they  were  all  much  indebted  to  Dr. 
Fenton  for  bringing  it  before  them. 

Dr.  Macnaughton  Jones  suggested  that  the  risk  of 
injuring  the  ureters  might  have  been  averted  if  the  difficulty 
were  recognised  beforehand  by  making  a  button-hole  in  the 
bladder,  and,  as  in  catheterisation  of  the  ureters,  introducing 
two  steel  sounds  which  would  have  served  as  a  guide  to  their 
position.  He  said  he  did  not  gather  from  the  paper  that  the 
case  was  one  of  retention  and  not  of  suppression  of  urine. 
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Dr.  Bantock  said  it  was  a  case  of  retention  of  the  urine 
in  the  pelvis  or  the  kidney,  and  as  soon  as  the  pressure  was 
taken  off  then  the  urine  came  away. 

Dr.  Macnaughton  Jones  said  he  was  unable  to  conceive 
of  a  degree  of  distension  of  the  kidney  which  would  allow  of 
such  an  accumulation — unless  indeed  it  was  a  case  of  hydro- 
nephrosis. He  had  seen  an  analogous  condition  in  labour 
cases  prolonged,  and  had  passed  a  catheter  several  times 
under  the  impression  that  there  was  retention,  but  no  urine 
had  escaped.  Such  a  condition  usually  persisted  for  a  short 
time,  and  then  the  flow  returned  in  abundance.  There  was 
nothing  very  extraordinary  in  that.  They  were  cases  of 
temporary  suppression,  not  retention.  The  term  retention 
he  only  used  as  applied  to  retention  of  the  urine  in  the 
bladder.  In  suppression  the  secretion  did  not  take  place, 
and  this  was,  he  believed,  what  had  happened  in  that  case. 
He  had  seen  women  after  labour  secrete  little  urine  for  days, 
with  apparently  very  little  inconvenience.  He  thought  the 
system  tended  for  a  time  to  adapt  itself  to  the  altered  condi- 
tion. 

Dr.  Bedford  Fenwick  said  the  question  as  to  whether 
it  was  suppression  or  detention  was  an  important  point.  He 
himself  was  convinced  that  it  was  not  a  case  of  suppression 
of  urine,  but  simply  of  retention.  He  said  that  most  of 
them  must  have  seen  cases  in  which  no  urine  was  apparently 
secreted — at  least  there  was  none  in  the  bladder — and  yet  after 
a  time  a  rush  had  taken  place.  He  thought  this  could  be 
proved  from  the  paper.  It  was  stated  that  for  five  days  no 
urine  had  been  passed,  yet  there  had  been  no  discomfort,  no 
perspiration,  no  marked  diarrhoea,  without  which  there  could 
not  have  failed  to  be  some  symptoms  of  uraemic  poisoning. 
Then,  too,  when  the  urine  was  passed  it  came  away  in  large 
quantities.  The  pelvis  of  the  kidney  was  capable  of  holding 
a  large  quantity  if  pressure  were  put  upon  it,  and  so  would 
the  ureters.  The  muscular  stricture  of  the  ureters  was  enor- 
mously thickened,  although  the  disease  only  dated  from  a 
month   before.      Such  an   amount  of  thickening  could  not 
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have  taken  place  unless  the  ureters,  &c.,  had  not  been  dis- 
tended with  urine.  Then  the  right  kidney  was  absolutely 
disorganised,  and  that  must  have  been  the  result  of  pressure, 
since  there  was  no  trace  of  albumen  in  the  urine.  The  left 
kidney  would  probably  be  found  to  be  disorganised  also.  The 
right  ureter  evidently  felt  the  whole  force  of  the  retention. 
He  mentioned  a  case  of  his  own,  of  a  patient  with  rapidly 
growing  fibroid,  which  had  exercised  pressure  on  the  kidneys, 
yet  there  had  been  no  sign  of  uraemia.  Post-mortem,  however, 
she  was  found  to  have  completely  cystic  kidneys.  Both 
ureters  in  this  case  had  undergone  the  same  thickening. 

Dr.  Macnaughton  Jones  asked  whether  Dr.  Fenwick 
really  believed  that  this  degree  of  thickening  could  be  caused 
in  five  or  six  days  ? 

Dr.  Fenwick,  said  that  the  retention  only  lasted  five  days, 
but  the  patient  lived  some  time  longer, and  the  process  would 
have  continued  during  that  time. 

Mr.  BOWREMAN  Jessett  referred  to  a  case  of  his,  of  a 
woman  who  applied  with  a  tumour  in  the  left  side,  due,  as  it 
turned  out,  to  hydro-nephrosis,  with  total  suppression  of  urine 
for  five  days.  The  right  kidney  had  been  removed  twelve 
months  previously,  yet  she  had  no  uraemic  symptoms.  He 
cut  down  upon  the  kidney  in  the  left  loin,  and  let  out 
about  three-quarters  of  a  pint  of  pus  and  urine;  no  stone 
could  be  found,  during  the  same  night  urine  was  secreted 
in  large  quantities.  There  was  no  doubt  complete  sup- 
pression in  that  case  had  been  caused  from  pressure  of 
urine  in  the  pelvis  of  the  kidney.  He  thought  that  very 
likely  this  was  the  condition  of  things  in  Dr.  Fenton's  case 
The  abdomen  in  Dr.  Fenton's  case  had  been  carefully  ex- 
plored, and  if  the  ureters  and  pelvis  had  been  distended  a 
tumour  must  have  been  detected.  In  reference  to  Dr.  Jones' 
suggestion  of  passing  a  steel  pack  up  the  ureters  from  the 
bladder,  he  said  such  a  proceeding  would  be  absolutely  im- 
possible with  so  large  a  tumour  filling  the  abdomen.  With 
respect  to  the  remarks  of  Drs.  Purcell  and  Bantock,  he  pointed 
out  that  the  tumour  was  soft  and  friable,  and  would  not  have 
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borne  the  serre-noeud  in  the  manner  they  discussed,  hence  the 
procedure  suggested  by  them  would  be  altogether  inapplicable 
in  Dr.  Fenton's  case. 

Dr.  Campbell  Pope,  speaking  on  the  subject  of  reten- 
tion versus  suppression,  mentioned  the  case  of  an  infant  who 
did  not  pass  any  urine  for  days  after  birth,  nor  could  any  be 
drawn  off.  Post-mortem,  the  orifices  of  the  ureters  were 
found  to  be  impervious,  and  the  ureters  themselves  contained 
two  or  three  ounces  of  urine,  and  were  enlarged  to  the  size  of 
two  or  three  fingers.  This  was  a  case  that  might  have  been 
taken  for  suppression,  though  in  reality  one  of  retention. 

Dr.  Bantock  observed  that  in  all  cases  of  retention  there 
must  be  a  certain  amount  of  suppression  as  soon  as  a  certain 
pressure  in  the  kidneys  had  been  reached.  The  effects  of 
retention  varied  of  course  according  to  the  situation  of  the 
obstacle.  If  the  obstruction  were  at  the  orifice  of  the  urethra 
then  the  bladder  would  be  dilated ;  if  the  retentive  force  were 
applied  to  the  ureter  this  could  distend  only  a  very  little,  and 
a  point  would  soon  be  reached  at  which  no  urine  could  be 
secreted.  Inasmuch,  however,  as  the  retention  was  primary,- 
such  cases  were,  properly  speaking,  cases  of  retention. 

Mr.  O'Callaghan  said  that  after  all  the  question  as  to 
whether  it  was  a  case  of  suppression  or  of  retention  was  a 
matter  of  very  little  importance.  He  thought  it  was  pro- 
bably one  of  suppression,  but  possibly  there  was  a  little  of 
both.  He  did  not  think  that  it  was  possible  to  criticise  such 
a  case  unless  one  was  present  at  the  operation.  Those  who 
had  had  anything  to  do  with  these  myxomatous  tumours 
knew  that  they  were  not  easy  things  to  deal  with,  or  to  seize 
by  means  of  a  serre-noeud  or  an  elastic  ligature,  or  indeed 
with  any  other  instrument.  In  removal  of  one  such  case  he 
had  used  a  rope  clamp,  yet  he  cut  into  the  top  of  the 
bladder.  These  cases  could  not  be  spoken  of  as  if  they  were 
ordinary  soft  fibroids  ;  and  their  mortality  was  very  high,  con- 
sequent on  their  involving  in  their  growth  all  tissues  they 
become  in  any  way  attached  to  and  being  inseparable  from 
them.     He  thought  it  was  a  lesson  to  general  surgeons  who 
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attempted  this  special  work,  in  that  they  could  not  cut  into  an 
abdomen  and  remove  tumours  ad  libitum,  seeing  that  even 
with  special  knowledge  and  experience  in  gynaecology  they 
are  liable  to  meet  with  disaster. 

Dr.  Fen  TON,  in  reply,  thanked  the  Fellows  for  the 
criticism  with  which  they  had  gratified  him  in  answer  to 
his  request.  He  pointed  out  that  it  was  impossible  for 
anyone  who  was  not  present  at  the  operation  to  fully  appre- 
ciate the  difficulties  they  had  to  contend  with.  He  would 
have  been  only  too  happy  to  have  availed  himself  of  the 
method  suggested  by  Drs.  Bantock  and  Purcell  had  it  been 
at  all  applicable,  but  he  had  pointed  out  that  the  tumour  con- 
sisted only  of  delicate  meshes  containing  a  substance  resem- 
bling office  gum.  He  asked  how  they  were  to  get  a  wire 
round  such  stuff  as  that.  It  would  have  cut  through  to  a 
certainty.  He  had  not  the  least  trouble  with  the  haemor- 
rhage, consequently  there  was  no  occasion  for  the  elastic 
ligature.  As  for  making  a  pedicle  out  of  the  substance  of 
the  tumour,  that  was  impossible  for  the  reasons  which  he  had 
stated,  and  the  same  remark  applied  to  the  capsule.  He 
adhered  to  his  view  that  it  was  a  case  of  suppression  of  urine. 
The  pelvis  of  the  kidney,  which  Dr.  Fenwick  suggested  had 
held  120  ounces  of  urine,  would  scarcely  admit  the  tops  of  two 
fingers,  and  the  thickened  ureter  was  twice  the  size  of  the 
other  but  was  not  distended.  The  patient  had  been  ex- 
amined again  and  again,  and  had  there  been  any  tumour  due 
to  retention  it  would  infallibly  have  been  detected.  His 
view  was  borne  out  by  all  the  cases  of  true  suppression  of 
urine  to  which  he  had  been  enabled  to  refer.  In  suppression 
the  discomfort  was  often  curiously  absent,  whereas  in  reten- 
tion the  distress  was  immediate  and  extreme.  Then,  too,  in 
retention  there  was  shivering,  dry  tongue,  and  the  urine  is 
offensive  when  released,  being  ammoniacal  and  containing  pus 
and  blood.  And  yet  this  was  not  so  in  this  case.  As  to  the 
suggestion  to  attempt  to  find  the  ureters  in  a  case  in  which 
the  anatomical  disturbance  was  such  as  to  render  it  impos- 
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sible  to  say  what  was  what,  it  could  not  be  thought  of.  He 
had  brought  the  case  forward  because  he  thought  the  difficul- 
ties he  had  met  with  might  also  present  themselves  to  others. 
Mr.  Bland  Sutton  had  only  met  with  eight  cases  of  myxo- 
matous tumours  out  of  the  large  number  which  he  was 
called  upon  to  examine,  and  it  was  something  very  different 
from  the  ordinary  pelvic  tumours. 

Uterine  Tumours. 

Mr.' O'Callaghan  showed  several  specimens  of  uterine 
tumours.  The  first  was  one  with  a  large  oedematous  pedicle 
attached  to  the  right  portion  of  the  uterus,  and  in  that 
case  he  simply  split  the  peritoneum  and  enucleated  the 
tumour,  which  was  an  ordinary  fibroid.  He  had  at  first 
hoped,  instead  of  ligaturing  the  pedicle,  to  tie  the  vessels 
in  the  broad  ligament ;  ultimately,  however,  he  had  to 
ligature  it  as  a  whole  and  pass  in  a  drain.  The  patient 
made  a  good  recovery.  A  second  large  tumour  weighed 
twenty-one  pounds.  He  split  the  peritoneum  in  the  same 
way.  She  had  been  suffering  terrible  agony  for  ten  years, 
and  really  came  to  him  to  be  admitted  into  an  incurable 
hospital.  In  all  these  cases,  before  attempting  to  open 
the  broad  ligament  he  applied  Mr.  Tait's  rope  clamp,  then 
shelled  them  out.  In  this  case  (with  the  greatest  care)  a 
portion  of  the  wall  of  the  rectum  was  nipped,  and  a  faecal 
fistula  resulted. 

He  also  showed  several  other  fibroids  removed  from  a 
woman  aged  thirty-five,  who  had  a  great  deal  of  pain  and 
occasional  severe  symptoms  of  obstruction  of  the  bowels, 
In  this  case,  also,  before  enucleating,  he  applied  the  rope 
clamp.  Four  of  the  growths  were  easily  enucleated,  but 
he  found  himself  unable  to  strip  the  peritoneum  off  the 
fifth.  On  removing  the  clamp  on  the  right  side,  haemorrhage 
started  from  the  right  cornua  so  severe  that  he  had  to  act 
promptly.  Finding  he  could  compress  the  bleeding  vessel 
in  the  right  broad  ligament,  he  tied  it,  and  the  haemorrhage 


GCdllaghan  on   Uterine  Tumours.  201 

ceased,  except  from  the  pedicle ;  so  he  turned  the  broad 
h'gament  in  on  itself  and  sewed  it  together.  He,  however, 
made  a  pedicle  for  the  other  side.  He  now  had  to  decide 
whether  it  would  be  better  to  drop  back  the  pedicle  or  treat 
it  extra-peritoneally.  After  consideration  he  returned  the 
pedicle  into  the  abdomen,  and  the  patient  did  very  well, 
although  for  two  weeks  she  gave  him  a  good  deal  of  anxiety, 
owing  to  suppuration  of  the  pedicle.  The  lesson  presented 
to  him  by  this  case  was  that  no  rules  or  instructions — no 
matter  how  complete — can  be  adhered  to  in  such  cases,  and 
that  only  during  operation  can  each  man  decide  for  himself 
what  he  is  to  do  and  whether  he  will  treat  the  pedicle  intra- 
or  extra-peritoneally. 

Dr.  Heywood  Smith  observed  that  the  question  of  the 
intra-peritoneal  treatment  of  the  pedicle  was  most  interesting, 
and  in  spite  of  what  had  been  said  he  thought  they  would 
ultimately  come  to  it,  and  additional  safeguards  would, 
doubtless,  be  provided.  As  there  was  no  haemorrhage  and  as 
the  orifice  was  closed  that  might  have  bled,  he  asked  why 
Mr,  O'Callaghan  had  used  the  drainage  tube  at  all  ?  Could 
one  ever  be  so  sure  of  having  no  haemorrhage  as  to  render  it 
safe  to  dispense  with  the  use  of  the  drainage  tube  ?  That  was 
a  point  of  great  interest  and  importance. 

Dr.  Bantock  said  the  cases  were  very  interesting,  and 
reflected  great  credit  on  the  skill  of  the  operator.  It  would 
be  very  absurd  to  attempt  to  lay  down  rules  hard  and  fast 
as  to  the  treatment  of  the  pedicle  in  hysterectomy,  and  he 
had  always  endeavoured  to  avoid  doing  anything  of  the 
kind.  On  the  contrary,  he  had  repeatedly  pointed  out  that 
each  case  had  to  be  judged  upon  its  merits.  He  had  ex- 
hibited tumours  without  a  pedicle  which  he  had  enucleated 
from  the  broad  ligament.  In  such  cases  they  must  be  treated 
in  the  same  way  as  an  ordinary  cyst  of  the  broad  ligament. 
Any  rule  to  the  effect  that  all  pedicles  ought  to  be  treated  by 
the  intra-peritoneal  method  would  be  a  mistake,  and  might 
be  the  means  of  leading  others  into  disaster.  The  last  case 
pointed  to  one  of  the  dangers  arising  from  the  intra-peritoneal 
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treatment  of  the  pedicle,  for  his  patient  must  have  died  had 
a  drainage  tube  not  been  inserted,  showing  that  the  intra- 
peritoneal treatment  of  the  pedicle  without  a  drainage  tube 
was  a  mistake.  When  treated  extra-peritoneally  no  drainage 
tube  was  required  unless  there  happened  to  have  been  adhe- 
sions ;  but  that,  of  course,  had  nothing  to  do  with  the  pedicle. 
Therefore  in  speaking  of  the  success  of  the  intra-peritoneal 
treatment  of  the  pedicle,  they  must  bear  in  mind  that  the 
drainage  had  more  to  do  with  the  success  of  the  treatment 
than  the  pedicle.  The  experience  with  the  large  round 
tumour  showed  how  dangerous  it  was  to  enucleate  an  intra- 
mural fibroid,  for  it  was  quite  impossible  to  pick  up  any 
bleeding  vessels.  The  whole  surface  oozes  like  a  sponge,  and 
the  only  way  was  to  close  the  raw  surface,  or  to  encircle  the 
whole  mass.  Some  years  ago  he  had  removed  a  tumour 
of  very  large  size  by  enucleation.  He  slit  open  the  capsule  and 
turned  it  out,  and  it  was  his  intention  to  treat  it  in  the  way 
suggested  by  Martin,  of  Berlin,  viz.,  to  stitch  the  raw  surfaces 
together  and  drop  it  into  the  cavity,  but  he  saw  at  once  that 
such  a  course  would  be  an  invitation  to  disaster,  for,  as  he  had 
said,  the  whole  surface  was  oozing.  Seeing  the  difficulty,  he  at 
once  transfixed  the  base,  put  on  a  serre-nceud,  and  brought  it 
out,  and  the  last  case  of  Mr.  O'Callaghan  bore  out  the  views  he 
had  put  forward.  Successful  as  the  intra-peritoneal  method 
of  treatment  might  be  in  a  few  cases  it  was  in  reality  a 
dangerous  procedure,  and  was  not  safe  unless  the  drainage 
tube  was  used. 

Dr.  Bantock  demonstrated  his  procedure.  First,  he  ap- 
plied a  ligature  outside  the  tumour,  covered  as  it  was  by 
peritoneum.  Then  he  opened  the  peritoneal  investment  and 
applied  the  serre-nceud,  at  the  base  of  the  tumour — this  time 
OUTSIDE  the  peritoneum.  Having  removed  the  tumour  there 
only  remained  to  stitch  together  the  layer  of  peritoneum, 
covering  what  was  the  base  of  the  tumour,  i.e.  the  broad  liga- 
ment, with  that  lining  the  parietes. 

Dr.  GUBB  asked  how  Mr.  O'Callaghan  knew  that  he  had 
nipped  the  rectum  ?     He  observed  that  the  faecal  fistulas  not 
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unfrequently  occurred  without  there  being  any  reason  for  sus- 
pecting such  an  accident  to  have  taken  place. 

Mr.  O'Callaghan,  in  reply,  said  that  a  piece  of  the 
mucous  membrane  of  the  rectum  was  taken  away  with  the 
tumour.  He  explained  that  he  had  to  open  from  one  side  of 
the  uterus  to  the  other,  and  he  had  turned  in  the  broad  liga- 
ment on  one  side  and  made  a  pedicle  on  the  other.  That  was 
why  he  used  the  drainage  tube.  Had  he  treated  the  pedicle 
by  the  extra-peritoneal  method  he  would  have  been  obliged 
to  perform  hysterectomy.  In  women  between  thirty-five 
and  forty,  where  there  had  been  much  haemorrhage  during 
operation,  or  where  they  had  opened  uterine  tissue,  he  thought 
it  would  be  bad  surgery  to  close  the  wound  without  putting 
in  a  drainage  tube.  If  the  pedicle  showed  any  tendency  to 
suppurate,  or  if  there  was  bleeding,  the  drainage  tube  would 
give  one  warning.  In  the  absence  of  either  of  these  con- 
ditions it  did  no  harm,  and  it  could  be  removed  in  from 
twenty-four  to  forty-eight  hours.  He  had  always  found 
the  drainage  tube  of  the  greatest  advantage  ;  it  would  only  be 
in  simple  abdominal  sections,  such  as  ovariotomy,  that  he 
would  dispense  with  its  use. 

The  Society  then  adjourned. 
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Wednesday,  April  23,  1890. 

C.  H.  F.  ROUTH,  M.D.,  President,  in  the  Chair. 

Present  :  24  Fellows,  3  Visitors. 

Mr.  BoWREMAN  Jessett  showed  a  portable  operating  table 
suitable  for  surgical  or  gynaecological  work,  very  light,  strong 
and  portable.  He  also  showed  a  tumour  which  he  had  removed 
from  a  woman,  aged  fifty-four,  to  illustrate  the  advantages 
attending  the  method  suggested  by  Dr.  Bantock,  this  con- 
sisting in  applying  an  elastic  ligature  round  the  base  of  the 


tumour,  the  capsule  of  which  is  then  opened  and  peeled  off 
down  to  the  base,  where  the  serre-nceud  is  put  on.  The 
operation  had  only  been  performed  on  the  previous  day,  and 
he  felt  bound  to  say  that,  were  it  not  for  having  adopted  this 
method,  he  did  not  know  how  he  would  have  managed,  for 
there  would  have  been  a  tremendous  strain  on  the  pedicle 
which  would  have  caused  the  patient  much  pain,  and  possibly 
a  good  deal  of  risk.     Scarcely  any  blood  was  lost,  and  the 
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operation  was  done  with  comparative  ease.  The  capsule  was 
stitched  round  the  abdominal  parietes.  The  tumour  ap- 
peared to  be  a  soft,  rapidly-growing  fibroid,  and  seemed  to 


have  been  developed  inside  the  uterus,  so  that  its  removal 
involved  that  of  the  entire  organ.  He  had  first  seen  the 
patient  two  months  ago,  and  since  that  time  the  tumour  had 


become  nearly  twice  as  large  as  it  was  in  the  first  instance. 
At  the  time  of  operating  he  thought  he  had  to  deal  with  a 
parovarian  cyst,  apparent  fluctuation  being  present,  and  he 
thought  he  could  feel  the  uterus  in  front 
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Dr.  PuRCELL,  who  said  he  was  present  at  the  operation, 
confirmed  what  Mr.  Jessett  had  said  with  reference  to  the 
advantages  attending  the  method  proposed  and  practised  by 
Dr.  Bantock.  He  pointed  out  that  the  treatment  of  the 
stump  made  the  pedicle  extra-peritoneal.  The  peritoneum 
was  closed  around  the  pedicle  on  each  side  with  the  edges 
of  the  parietes,  so  that  on  each  side  the  peritoneum  was 
thoroughly  occluded  to  the  entrance  of  matter  from  the 
outside.  He  said  that  it  was  well  that  emphasis  should  be 
made  in  respect  of  this  method,  because  at  a  recent  discussion 
on  the  subject  of  abdominal  surgery  at  another  Society,  not  a 
single  allusion  was  made  to  Dr.  Bantock's  very  useful  pro- 
cedure in  the  treatment  of  the  stump  after  supra-vaginal 
hysterectomy. 

Dr.  R.  T.  Smith  asked  whether  there  had  been  any 
metrorrhagia  ? 

Dr.  Fenton,  in  reference  to  the  table,  pointed  out*that  the 
practice  of  suspending  the  patients'  thighs,  &c.,  to  their 
necks  was  often  a  source  of  danger  to  the  process  of  respira- 
tion ;  this  table  did  away  with  this  risk,  as  the  straps  which 
kept  up  the  legs  were  attached  to  the  table  itself. 

Dr.  Bantock  congratulated  Mr.  Jessett  on  having  designed 
such  a  convenient  table.  He  pointed  out  that  the  strap  to 
keep  up  the  legs  ought  to  pass  under  one  shoulder  and  over 
the  other — an  arrangement  which  did  away  with  any  incon- 
venience. With  reference  to  the  specimen  shown  by  Mr.  Jessett, 
he  said  he  was  glad  if  his  suggestions  had  proved  of  service  to 
his  fellow  operators  in  aiding  them  to  overcome  some  of  the 
difficulties  of  supra-vaginal  hysterectomy.  These  difficulties 
were  greater  than  one  might  be  led  to  suppose  from  the 
remarks  which  had  fallen  from  Mr.  Treves  at  another  Society, 
to  the  effect  that  it  was  only  necessary  to  tie  the  uterine 
arteries,  &c.,  making  it  all  a  matter  of  the  utmost  simplicity. 
As  a  matter  of  fact  it  was  one  of  the  most  difficult  operations 
one  could  undertake.  In  a  case  he  had  operated  upon  a 
week  before  he  had  removed  seventeen  small  fibroids  from 
the  uterus  before  he  could  get  the  pedicle.     By  this  means  he 


Hebert  on  Placenta  in  Twins.  207 

had  managed  it  satisfactorily,  and  the  patient  was  doing  very 
well. 

Mr.  Jessett,  in  reply,  said  there  was  no  menorrhagia. 
She  was  past  the  menopause  by  about  eighteen  months,  but 
during  the  last  month  or  two  she  had  lost  considerably. 

Dr.  Hebert  showed  a  single  placenta  which  he  had  met 
with  in  a  case  of  twins.  There  were  two  umbilical  cords, 
each  attached  to  the  edges  of  the  placenta.  It  was  probably 
formed  from  two  ova,  but  the  parts  were  so  much  blended 
together  as  to  look  like  one,  no  line  of  demarcation  being 
discernible. 

He  also  showed  a  diffusing  electrode  which  he  had 
designed,  and  intended  to  replace  the  electrode  of  potter's 
clay.  It  was  made  of  metallic  cloth  in  two  layers,  separated 
by  an  insulating  cushion  of  velvet.  He  pointed  out  that  by 
connecting  one  of  the  poles  of  a  battery  with  the  centre 
of  the  surface  of  the  electrode  opposite  to  that  which  came 
in  contact  with  the  body,  when  the  latter  is  included  in 
a  galvanic  circuit,  the  current  was  thereby  diffused  over  an 
area  of  the  size  of  the  electrode,  before  reaching  the  surface 
of  the  body.  In  this  way  it  was  possible  to  make  use 
of  strong  currents  without  giving  rise  to  pain.  He  also 
pointed  out  the  necessity  of  effecting  the  contact  of  the 
pole  of  the  battery  with  the  electrode  as  near  the  centre 
of  the  latter  as  possible,  as,  when  the  point  of  contact 
was  nearer  one  edge  than  the  other,  that  part  of  the  body 
nearest  to  the  point  of  contact  received  most  of  the  current 
which  might  then  produce  pain.  However,  in  using  very 
strong  currents,  or  when  the  metallic  cloth  used  in  making 
the  electrode  is  not  of  sufficient  fineness,  it  is  advisable  to 
interpose  a  damp  cloth  or  chamois  skin  between  the  body  of 
the  patient  and  the  electrode. 

Dr.  Barnes  asked  whether  the  vessels  in  the  placenta 
communicated — that  is,  whether  it  was  really  one  placenta,  or 
whether  two  placentas  had  grown  together  in  consequence  of 
pressure  ?  This,  he  pointed  out,  could  be  ascertained  by  in- 
jecting them.  He  would  not  be  willing  to  concede  that  it 
was  in  reality  one  placenta,  unless  this  point  were  elucidated. 
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Mr.  JESSETT  asked  whether  Mr.  Hebert  had  used  the 
electrode  in  electrolysis,  or  uterine  fibroids  ? 

Dr.  Hebert,  in  reply,  said  he  had  only  used  the  electrode 
with  the  Faradic  current.  With  regard  to  the  placenta  he 
believed,  with  Dr.  Barnes,  that  it  was  double  in  the  first 
instance.  The  two  sacs  were  quite  distinct.  It  was  the 
first  time  he  had  met  with  the  placentas  grown  together 
in  this  way. 

Dr.  Barnes  asked  whether  the  labour  was  at  term,  and 
whether  the  infants  had  survived  ? 

Dr.  Hebert  said  labour  was  not  at  term,  but  both  the 
children  were  alive.  The  pregnancy  was  at  about  the  seventh 
month. 

Dr.  Heywood  Smith  suggested  that  the  current  would 
be  more  equally  distributed  if  the  wire  of  which  the  cloth  was 
made  was  finer. 

Dr.  Hebert  said  that  was  certainly  the  case,  but  the  cloth 
was  the  finest  he  had  been  able  to  procure. 

GyncBcology  in  General  Practice.     By  John  A.  Lycett,  M.D., 
Surg.,  Wolverhampton  and  District  Hospital  for  Women. 

Mr.  President  and  Gentlemen, — A  hope  having  been 
expressed  that  those  Fellows  who  are  engaged  in  general 
practice  would  become  more  frequent  contributors  to  this 
Society,  I  am  induced  to  address  you  upon  some  topics,  firstly 
as  to  the  position  gynaecology  holds  in  the  curriculum  of 
study  for  the  profession,  in  relation  to  the  importance  of  this 
branch  in  general  practice.  This  must  in  the  future  demand 
generally  more  attention  in  view  of  the  knowledge  which  has 
been  acquired  through  the  successful  work  of  a  few  who  have 
made  it  a  special  study.  Hence  the  practitioner,  if  he  is 
effectually  and  conscientiously  to  discharge  his  duty  to  the 
public,  must  be  better  prepared  than  has  hitherto  been  the 
case,  for  under  the  past  and  probably  the  present  system  of 
education  at  the  majority  of  the  schools,  this  important  branch 
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receives  inadequate  attention,  both  by  the  responsible  autho- 
rities and  the  students,  the  latter  naturally  measuring  its  im- 
portance by  the  conduct  of  those  into  whose  keeping  their 
professional  training  is  entrusted ;  consequently  the  majority 
of  students  who  present  themselves  at  the  examining  boards, 
and  obtain  a  diploma,  have  but  a  very  hazy  practical  know- 
ledge of  gynaecology  and  obstetrics,  many  not  having  per- 
formed the  simplest  operation,  the  information  obtained 
being  mainly  theoretical,  chiefly  through  literature,  so  very 
defective  is  the  practical  instruction  which  the  average  student 
receives.  This  is  a  great  injustice  both  to  the  public  and  the 
students — to  the  former,  since  it  is  among  the  poorer  classes 
that  his  information,  unaided,  has  in  after  life  to  be  obtained, 
— to  the  latter,  since  it  places  him  in  a  false  position,  obliging 
him  to  undertake  that  for  which  he  feels  he  has  not  been 
properly  prepared.  Reform  is  much  needed  with  regard  to 
the  nature  and  extent  of  the  instruction  given  in  this  depart- 
ment, for  it  is  a  cruel  wrong  to  launch  a  student  into  the  world 
upon  his  own  resources  so  ill-prepared  to  carry  on  what  will 
prove  to  be  a  very  large  proportion  of  the  work  he  has  to 
undertake  in  general  practice.  Some,  perceiving  this  defect, 
seek  to  remedy  their  shortcomings  by  getting  the  required 
information  at  a  special  hospital,  now  established  in  most 
towns  of  any  magnitude,  and  where  by  far  the  greater  success 
is  attained,  be  the  causes  what  they  may,  as  evidenced  by  the 
statistics  respectively  of  general  and  special  hospitals.  A  few 
also,  who  are  less  fortunate,  succeed  in  obtaining  some  insight, 
though  to  a  disadvantage,  by  holding  for  a  temporary  period 
a  junior  position  in  the  gynaecological  department  at  a  general 
hospital ;  but  unless  the  professional  training  of  a  student  has 
very  much  altered  during  recent  years,  there  exists  generally 
no  proper  system  by  which  he  will  have  the  opportunity  of 
gaining  the  information  so  essential  in  general  practice — 
gynaecology  and  obstetrics  requiring  as  much,  if  not  more, 
attention  than  pertains  to  any  other  branch  of  the  profession. 
Partly  through  the  indifference  of  the  authorities  at  the 
general  hospitals  in  England,  special  institutions  have  become 
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a  necessity,  and  now  they  are  to  be  found  in  many  towns,  and 
ought,  in  my  opinion,  to  become  schools  for  the  purpose  of 
imparting  that  practical  information  which  commonly  can 
Dnly  be  imperfectly  obtained  at  a  general  hospital.  Of  course, 
in  admitting  students,  certain  restrictions  would  have  to  be 
enforced,  and  proper  precautions  exercised  to  guard  against 
possible  harm  to  the  patients.  During  twelve  months  I  was 
house-surgeon  at  the  Middlesex  I  remember  only  two  cases 
in  which  abdominal  section  was  performed  other  than  for 
hernia,  and  I  have  a  recollection  of  several  women  with 
advanced  ovarian  and  other  tumours  being  sent  to  the  hos- 
pital in  Soho  Square — a  practice  which  in  the  interest  of 
the  sufferers  was  quite  right,  though  it  robbed  the  student 
of  information  which  he  ought  to  be  able  to  obtain  by  some 
means.  At  that  period  pyaemia  and  erysipelas  were  rife 
in  the  surgical  wards,  and  ovarian  grov/ths  were  frequently 
allowed  to  proceed,  so  that  it  was  not  unusual  to  see  them 
attaining  a  considerable  size  before  an  operation  was  per- 
formed ;  and  all  other  chronic  diseases  of  the  pelvic  organs, 
however  serious  the  condition  of  the  sufferers,  were  not  then 
treated  by  abdominal  section — such  was  the  prevailing  fear. 

Through  the  modern  successful  treatment  by  surgery  of  so 
many  abdominal  diseases  the  responsibility  of  the  general 
practitioner  has  much  increased,  for  with  him  will  now  more 
frequently  rest  the  life  or  death  of  a  patient — a  respon- 
sibility which  formerly  was  not  recognised,  owing  to  the  non- 
realisation  of  the  power  of  surgery.  Now,  however,  it  is 
imperative  that  every  effort  should  be  employed  to  arrive  at 
a  correct  diagnosis,  in  order  that  the  practitioner  may  early 
recognise  those  cases  which  ought  to  be  submitted  to  ab- 
dominal section.  This  is  a  task  often  of  considerable  diffi- 
culty even  to  experts — how  much  more  so,  then,  to  the 
young  practitioner  who  feels  the  deficiency  of  the  practical 
instruction  in  gynaecology  received  while  a  student  at  a 
general  hospital.  What  knowledge  of  gynaecology  and  ab- 
dominal surgery  I  possess  had  to  be  gained  since  I  became 
legally  qualified  and  mainly  in  private  practice.     Surely,  if 
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the  minor  operation  of  vaccination  is  considered  of  such  im- 
portance as  to  necessitate  special  instruction,  for  which  a  fee 
has  to  be  paid  and  a  certificate  of  proficiency  at  a  pass  ex- 
amination required,  how  much  more  necessary  that  provision 
should  be  made  for  every  student  to  attend  a  course  of  lec- 
tures, receive  clinical  instruction,  and  see  the  practice  at  a 
special  institution  for  gynaecology.  This  could  be  carried 
out  during  the  final  period  of  professional  study.  Six 
months  of  such  instruction  would  give  him  some  confidence, 
and  fortify  him  for  future  work,  and  be  the  means  of  enabling 
him  to  save  life  in  many  instances  where  it  is  lost,  either 
through  not  being  able  to  operate  or  recognise  the  serious 
nature  of  some  affections  necessitating  abdominal  section. 
Every  medical  man  ought  to  receive  practical  instruction  in 
the  details  of  opening  the  abdomen  and  the  after  manage- 
ment of  such  cases.  He  ought  also  to  provide  himself  with 
the  essentials,  ready  whenever  required,  for  the  services  of  a 
skilled  specialist  in  urgent  cases  cannot  generally  be  ob- 
tained. Mr.  Lawson  Tait  said,  in  one  of  his  post-graduate 
lectures  delivered  in  Birmingham  on  "  Abdominal  Surgery," 
**  that  every  practitioner  should  be  thoroughly  acquainted  with 
the  details  of  opening  the  abdomen,  upon  close  attention  to 
which,  even  under  the  disadvantage  of  surrounding  unfavour- 
able circumstances  and  an  absence  of  experience,  a  fair  suc- 
cess can  be  obtained."  Cases  in  which  such  an  operation 
would  be  justifiable  by  the  general  practitioner,  in  the  absence 
of  a  more  skilled  operator,  are  constantly  occurring,  such  as 
some  condition  associated  with  peritonitis,  ectopic  gestation, 
with  rupture  of  the  sac  into  the  peritoneal  cavity,  &c. ;  and  if 
Porro's  operation  or  some  modification,  such  as  the  procedure 
advocated  by  Mr.  Tait  in  an  address  on  the  "  Surgical  Aspect 
of  Impacted  Labour,"  delivered  to  the  Southampton  Medical 
Society  and  published  in  the  British  Medical  Journal  for 
March  22nd,  is  to  become  an  established  operation,  to  save 
the  life  of  the  child  under  the  respective  conditions  where  at 
present  it  is  sacrificed,  the  general  practitioner  ought,  in 
justice  to  himself  and   the  woman,  to  be  so  instructed  that 
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the  operation  shall  in  his  hitherto  more  or  less  inexperi- 
enced hands  be  attended  with  no  greater  maternal  mortality 
than  is  the  case  when  craniotomy  is  resorted  to.  Moreover, 
there  must  be  no  ambiguity  about  the  teaching,  which  should 
be  such  as  to  enable  him  to  determine  readily  and  clearly  the 
proper  cases  for  such  an  operation  ;  therefore  it  should  be  dis- 
tinctly laid  down  what  are  the  conditions  to  warrant  the 
attempt  to  deliver  by  one  of  the  alternative  measures — either 
forceps  or  version.  In  very  pronounced  cases  of  pelvic 
deformity  or  other  obstruction  no  question  would  arise,  and 
the  woman  would  have  a  better  chance  of  recovery  after  am- 
putation of  the  uterus,  since  she  is  more  likely  to  be  safe- 
guarded against  traumatism  due  to  attempts  to  deliver  per 
vias  nattirales.  These,  however,  will  form  but  a  very  small 
proportion,  compared  with  the  far  more  numerous  cases  of 
less  marked  degrees  of  dystocia,  which  arise  from  causes 
either  on  the  part  of  the  child  or  maternal  passages,  and  as 
most  of  such  cases,  so  far  as  the  mother  is  concerned,  can  be 
overcome  by  judicious  management  without  great  danger  to 
her,  it  behoves  the  practitioner  to  make  himself  thoroughly 
assured  as  to  the  necessity  before  resorting  to  a  measure  that 
would,  if  recovering,  of  course  ever  render  child-bearing  im- 
possible. Once  only  in  the  course  of  my  practice  have  I  had 
to  resort  to  craniotomy,  and  have  delivered  by  forceps  over 
eighty  times,  being  5  per  cent,  of  the  cases,  not  a  large 
number  requiring  instrumental  delivery,  many  being  for  dis- 
proportion at  the  superior  strait,  without  the  loss  of  a  woman  ; 
but  the  infant  mortality  I  find  to  have  been  heavy,  as  also 
where  version  was  practised,  so  that  it  is  in  my  experience 
evidently  very  exceptional  for  great  danger  to  arise  to  the 
woman  from  mechanical  causes  ;  puerperal  mortality  being 
mainly  due  to  sepsis  of  some  nature,  arising  often  where  from 
the  associated  circumstances  and  character  of  the  labour  such 
after-mischief  would  be  least  expected,  so  subtle  is  generally 
the  cause. 

Unless  the  employment  of  the  forceps  at  the  brim  of  the 
pelvis  is  wholly  condemned  in  all  cases  of  disproportion,  it 
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will  inevitably  occur  that  tentative  or  more  decided  efforts  to 
deliver  will  be  made  in  the  lesser  degrees  of  disproportion, 
before  resorting  to  the  recently  proposed  alternative  for 
craniotomy.  It  is  here  that  the  accoucheur  will  feel  the 
responsibility,  and  I  venture  to  say  that  he  will  rarely  be 
placed  under  a  more  trying  circumstance  than  when  he  has 
to  decide  the  difficult  task  whether  to  attempt  or  continue  the 
endeavour  to  deliver  pe7'  vias  7iatiirales,  in  preference  to  resort- 
ing to  the  proposed  alternative — amputation  of  the  uterus — in 
the  hope  of  saving  both  lives.  My  experience  of  the  present 
orthodox  methods  of  effecting  delivery  where  there  is  dispro- 
portion shows  that  the  child  undoubtedly  runs  a  great  risk  of 
life,  but  the  cases  must  be  very  exceptional  where  the  dispro- 
portion is  such  as  to  place  the  life  of  the  woman  in  jeopardy 
when  she  has  the  advantage  of  skilled  assistance,  as  only  on 
one  occasion  did  serious  after-trouble  arise.  Even  when,  as 
a  consequence  of  disproportion,  the  first  child  could  not  be 
saved  by  one  of  the  conservative  methods,  either  forceps  or 
version,  yet  having  this  history  as  a  guide,  the  large  majority 
of  such  women,  by  escaping  the  risk  of  such  an  operation 
under  adverse  circumstances  and  remaining  unmutilated,  would 
probably  through  management  give  birth  to  subsequent  living 
children  under  more  favourable  conditions  of  parturition,  such 
as  the  stage  of  gestation  as  bearing  upon  the  size  of  the  head 
and  degree  of  ossification  of  the  cranial  bones,  the  nature  of 
the  presentation,  and,  I  will  also  add,  the  situation  of  the 
placenta,  as  amputation  of  the  uterus  is  suggested  as  a  treat- 
ment in  some  cases  of  placenta  praevia — which  is  indeed  no 
irrational  idea  considering  the  very  great  mortality  both  to 
the  mother  and  child,  especially  the  latter,  attending  this 
accident,  as  shown  by  statistics ;  which,  however,  is  open  to 
such  an  explanation  that  would  materially  influence  the  ques- 
tion or  advisability  of  performing  such  an  operation ;  as,  I 
believe,  to  rely  upon  statistics  alone  as  a  guide  or  indication 
for  operation  would  be  fallacious,  since  the  mortality  is 
mainly  due  to  neglect.  For  while  I  have  had  no  maternal 
death  following  instrumental  delivery,  I  have  on  several  occa- 
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sions  been  called  to  women  who  were  either  dead  or  dying 
from  the  consequent  haemorrhage.  It  must  also  be  borne  in 
mind  that  in  placenta  praevia,  especially  if  central — being  the 
cases,  I  presume,  more  particularly  to  be  selected  for  opera- 
tion— maturity  is  not  usually  attained  before  serious  haemor- 
rhage arises,  and  in  proportion  to  the  amount  of  such 
haemorrhage  and  the  normal  period  of  gestation  being  cur- 
tailed, would  the  vitality  of  the  child  be  enfeebled.  Moreover, 
I  have  not  known  the  accident  recur  in  a  subsequent  preg- 
nancy, even  when  attention  has  not  been  given  to  insure  that 
the  uterus  returns  to  a  normal  healthy  state. 

The  field  for  gynaecological  work  is  extending,  and  is  now 
great  compared  to  what  appears  to  have  existed  a  generation 
ago.  This  is  not  wholly  due  to  previous  non-recognition  of 
disease  or  growth  of  population,  but,  pari  passu,  with  un- 
doubted physical  deterioration  and  the  consequent  increase  in 
constitutional  affections.  Civilization  has,  through  fostering 
care,  indirectly  rendered  the  work  so  great  and  important  as 
to  necessitate  making  gynaecology  a  special  department ;  for 
many  now  arrive  at  maturity  who  would  have  early  succumbed 
from  enfeebled  vitality  through  some  constitutional  cause, 
the  generative  organs  in  women  during  the  reproductive 
period  being  peculiarly  prone  to  some  chronic  disease,  when 
general  vitality  is  impaired.  I  recently  observed  the  state- 
ment that  ovarian  tumours  were  more  frequently  noticed  in 
those  having  a  family  history  of  phthisis,  which,  like  cancer, 
points  to  some  constitutional  origin  for  their  growth.  The 
laws  of  nature  are  inexorable,  and  it  is  in  seeking  to  mitigate 
much  of  the  suffering  which  arises  from  her  dictates  that 
gynaecology  is  becoming  a  science  and  art.  Diagnosis  and 
treatment,  however,  in  respect  to  some  affections,  are  capable 
of  being  placed  upon  a  better  understanding,  as  sometimes 
such  apparently  opposite  views  are  entertained  by  persons 
equally  well  informed  as  to  bewilder  a  tyro  in  the  profession, 
the  want  of  unison  being  often  due  to  not  grasping  the 
whole  bearings  of  a  subject ;  associated  conditions  not  being 
taken  sufficiently  into  account  to  make  intelligible  a  treatment 
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that  apparently  is  irrational  or  even  absurd.  Take  in  illus- 
tration displacement  of  the  uterus,  with  the  possible  varying 
morbid  conditions  of  that  organ  and  the  associated  changes 
in  the  surrounding  structures,  traumatic  or  otherwise,  where 
cause  is  constantly  bearing  an  inverse  connection  with  effect, 
and  an  undue  importance  attached  to  what  may  be  considered 
of  a  secondary,  if  not  insignificant,  nature.  In  a  given  case, 
one,  with  a  mechanical  inclination,  may  introduce  a  pessary  or 
even  an  intra-uterine  stem.  Another  performs  elytrorrhaphy, 
perineorrhaphy,  trachelorrhaphy,  or  some  other  operation 
which  may  be  considered  indicated.  Others  with  less  taste 
for  surgery — to  be  found  in  practitioners  of  the  older  type — 
but  possessing  a  sound  knowledge  of  medicine,  may  rely 
upon  local  medication,  combined  either  with  or  without 
general  hygienic  and  therapeutic  measures ;  and  yet  with 
such  diversity  in  practice,  good  results  will  be  obtained  in  the 
hands  of  those  who  know  what  they  are  doing  and  can  fully 
appreciate  the  associated  conditions  which  influence  the  mode 
of  treatment,  so  that  what  in  the  judgment  of  the  tyro  appears 
only  chaos  would  in  the  eyes  of  the  better  informed  be  rational 
and  correct.  Much  of  this  uncertainty  is  due  to  an  apparent 
want  of  that  uniformity  of  phenomena  which  is  so  remark- 
able in  some  branches  of  physical  science — the  diversity  in 
the  practice  of  medicine  ever  affording  a  theme  both  for  the 
philosopher  and  the  humorist.  A  wide  range  of  professional 
knowledge  is  expected  at  the  present  day  from  the  all-round 
practitioner,  which  necessarily  places  him  at  a  disadvantage 
with  the  requirements  of  the  age,  as,  owing  to  advanced 
knowledge,  the  respective  departments  have  inevitably  to  be 
made  the  subjects  of  special  study  if  an  approach  to  exact- 
ness is  to  be  obtained.  Hence  specialism  is  much  on  the 
increase,  and  when  confined  to  proper  subjects  is  a  credit  to 
the  profession  and  a  boon  to  the  public,  but  becomes  degrad- 
ing when,  under  the  cloak  of  the  term,  an  endeavour  is  made 
by  a  person  of  mistaken  enterprise  to  impress  upon  the  public 
the  importance  of  making  a  special  study  of  some  untenable 
subject,  such  as,  I  believe  Sir  Andrew  Clarke  mentioned, 
affections  of  the  great  toe. 
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The  mind  of  man,  though  capacious,  cannot  embrace  the 
present  collective  information  made  known  by  individual 
work.  To  such  a  high  degree  is  specialism  carried  that  even 
gynaecology  is  being  subdivided  broadly  into  medicinal  and 
surgical.  The  latter  again  promises  a  further  division,  where 
circumstances  will  admit,  for  the  purpose  of  attaining  greater 
perfection,  as  an  operation  which  entails  opening  the  abdomen 
is  now  considered  worthy  of  a  distinct  care  and  attention. 
This  is  owing  partly  to  the  importance  of  observing  certain 
rules  and  precautions  which  relatively  influence  the  degree  of 
success,  and  partly  to  the  intuitive  knowledge  which  practice 
gives  to  one  who  devotes  attention  to  a  subject.  Such 
cannot  be  imparted  by  signs,  writing,  or  in  words. 

It  is,  however,  in  therapeutic  treatment  that  the  good  all- 
round  practitioner  shines  to  advantage  when  compared  with 
the  operating  specialist,  and  his  general  professional  know- 
ledge, collectively,  if  weighed  in  the  balance,  would  be  on  a 
par  with,  or  even  exceed,  that  of  the  specialist  who  confines 
himself  to  a  particular  sphere  of  work ;  but  in  no  special 
branch  does  a  good  knowledge  of  medicine  and  surgery  evince 
its  advantage  more  than  in  the  practice  of  gynaecology,  con- 
sequently compared  with  other  specialities  the  general  prac- 
titioner usually  attains  a  greater  proficiency,  and  for  the  same 
reason  those  who  have  been  so  successful  in  universally 
establishing  their  renown  in  this  department  have,  in  the 
majority  of  instances,  received  their  early  training  in  general 
practice.  Mistakes  in  diagnosis  by  general  practitioners 
oftentimes  arise  from  the  attending  difficulties  in  not  being 
able  to  utilize  sufficiently  the  indicated  various  means 
which  science  has  placed  at  our  disposal.  Our  resources 
are  by  no  means  complete,  being  too  often  inadequate 
to  avoid  error,  so  that  a  mistake  may  be  due,  not  so  much 
to  the  individual  observer,  but  to  the  standard  of  general 
knowledge  pertaining  to  the  subject,  which  in  the  future  may 
be  so  far  overcome  as  to  cause  the  professionals  of  a  century 
hence  to  view  our  present  position  with  as  much  pity  as  we 
now  are  inclined  to  bestow  upon  our  progenitors  at  the  open- 
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ing  of  this  century.  The  isolation  of  a  general  practitioner, 
especially  in  the  country,  places  him  at  a  further  disadvantage, 
shown  for  instance  when  an  anaesthetic  is  necessary,  as  such 
should  never  be  administered  in  private  practice  without  the 
presence  of  another  practitioner;  and  yet  under  these  draw- 
backs, and  with  the  lesser  practical  knowledge  which  con- 
stant attention  has  given  the  specialist,  he  is  expected  by  his 
patient,  after  perhaps  a  casual  and  imperfect  examination, 
and  for  a  small  fee,  or  not  any,  to  be  able  to  state  all  about 
the  nature  of  a  given  affection  from  which  she  may  be  suffering. 

With  the  general  practitioner  it  should  ever  be  an  impor- 
tant object  to  avoid  error  in  diagnosis  ;  great  caution  must 
therefore  be  exercised  in  giving  an  opinion.  Non-professional 
persons  do  not  understand  the  possible  difficulties  which  may 
be  presented  ;  but  would  be  readily  liable  to  form  an  unfair 
conclusion,  to  the  detrim.ent  of  the  regular  adviser,  if  his 
judgment  was  subsequently  found  to  be  incorrect.  The 
general  practitioner  compared  with  a  specialist,  is,  in  some 
instances,  placed  at  another  disadvantage,  since  he  commonly 
sees  disease  in  the  early  stage,  at  a  period  when  there  may 
exist  considerable  difficulty  and  doubt,  whereas  the  specialist 
usually  is  not  consulted  until  a  given  morbid  condition  is 
more  developed,  having,  too,  the  benefit  of  knowing  the 
practitioner's  previous  experience  of  the  case. 

With  the  regular  adviser  much  responsibility  rests  now 
that  surgery  has  taken  such  a  standpoint  in  gynaecology,  as  it 
is  important  that  all  affections,  especially  some,  should  be 
early  diagnosed,  if  operative  treatment,  according  to  modern 
principles,  is  to  afford  a  better  chance  of  saving  life  or  curing 
the  woman.  Take,  as  an  example,  the  early  stage  of  malig- 
nant disease  of  the  uterus,  where  there  may  exist  no  positive 
physical  sign  (on  casual  examination)  pointing  to  the  presence 
of  so  serious  a  malady,  and  the  only  symptom,  that  probably 
for  which  advice  is  sought, — an  occasional  metrorrhagia,  oc- 
curring at  a  period  of  life  to  cause  the  woman  to  suppose  it 
to  be  due  to  the  change,  or  some  other  possible  non-malig- 
nant condition.     Here,  upon  an  imperfect  basis  to  arrive  at 
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a  conclusion,  how  guarded  we  should  be  in  giving  expression 
to  what  may  be  construed  by  the  woman  as  a  definite  answer. 
From  my  knowledge,  I  believe  malignant  disease  of  the  uterus 
is  very  apt  to  be  overlooked  and  remain  unrecognised  until 
a  somewhat  advanced  stage,  for  I  hear  of  more  censures, 
whether  just  or  unjust,  against  medical  men  with  respect  to 
alleged  mistakes,  than  probably  in  any  other  affection  in 
gynaecology  ;  therefore  care  is  required  to  not  accept  as  a  fact 
that  which  is  drawn  from  conjecture,  or  a  chance  association 
with  another  apparently  similar  morbid  condition.  In  some 
cases  of  doubt  the  microscope  enables  us  to  determine  hetero- 
geneous from  homogeneous  structures. 

The  longer  we  are  in  practice  and  the  more  so-called 
experience  we  gain,  the  more  is  perceived  the  advisability 
of  caution  and  doubting  our  judgment,  and  the  more  we 
become  aware  of  the  difficulty  in  applying  to  new  cases  the 
knowledge  which  we  have  acquired  from  observation.  As 
the  sources  of  uncertainty,  which  frequently  present  them- 
selves, are  sometimes  so  great  that  those  who  have  had  the 
most  extensive  opportunities  of  observation  are  the  first  to 
acknowledge  that  our  pretended  experience  must,  in  general, 
sink  into  analogy,  and  even  our  analogy  too  often  into  conjec- 
ture. Not  long  since  a  distinguished  gynaecologist,  after  years 
of  constant  practice,  confessed  that  in  about  a  fourth  of  the 
cases  he  was  either  wrong  or  failed  to  recognise  the  true 
character  of  a  tumour  before  opening  the  abdomen  ;  about 
10  per  cent,  of  these  tumours  in  women  proving  to  be  malig- 
nant, and  90  per  cent,  in  men — abdominal  tiimours  being 
far  more  common  in  women.  This  acknowledgment  on  the 
part  of  a  distinguished  specialist  proves,  with  our  inadequate 
resources,  the  difficulty  which  often  attends  the  investigation 
of  abdominal  diseases. 

The  general  practitioner  has  to  make  an  examination,  and 
often  perform  many  minor  operations  without  professional,  or 
indeed  any,  assistance,  so  that  he  has  to  exercise  his  ingenuity 
to  make  up  for  the  absence  of  such  help ;  hence  he  has  to 
employ  means  which  would  not  be  required  in  an  institution 
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where  appliances  and  ample  assistance  are  at  hand.  Neces- 
sity is  said  to  be  the  mother  of  invention,  and  I  have  long 
made  myself  independent  of  the  fickle  character  of  natural 
light,  the  duck-bill  speculum,  and  some  other  appliances 
necessitating  the  help  of  another  person.  A  portion  of  a 
general  practitioner's  work  in  gynaecology  does  not  pass 
beyond  making  a  diagnosis,  since  many  cases  have  to  be 
passed  over  to  the  specialist  for  operation.  The  regular  ad- 
viser has  one  advantage  over  the  specialist  in  possessing  a 
better  knowledge  of  the  family  and  past  history  of  a  patient, 
which  often  form  important  elements  in  diagnosis,  and  he  is 
frequently  aware  of  some  circumstance  having  a  powerful 
bearing  in  the  causation  of  disease,  which,  except  occa- 
sionally confiding  with  the  specialist  in  the  interest  of  a 
sufferer,  never  passes  beyond  his  knowledge. 

The  serious  results  which  the  poison  of  gonorrhoea  some- 
times induces  is  well  known.  I  remember  a  married  woman, 
in  whom  at  an  operation  an  abscess  of  the  ovary  was  found. 
About  three  years  subsequently  I  treated  her  husband  for 
gonorrhoea,  when  he  confessed  to  a  former  attack  not  long 
before  the  illness  of  his  wife  which  eventually  necessitated 
the  operation.  It  is  very  seldom,  however,  in  private  practice 
that  I  see  venereal  disease,  when  so,  it  is  generally  as  some 
sequelae,  either  directly  traceable,  or  presenting  symptoms 
more  or  less  of  a  remote  character  in  conjunction  with  some 
non-specific  affection. 

It  was  not  until  I  began  seeing  out-patients  at  the 
"  Women's  Hospital "  that  I  found  such  specific  diseases 
were  more  prevalent  than  I  anticipated,  forming  a  consider- 
able percentage  of  the  ailments,  requiring  particular  care  as 
to  the  cleaning  of  instruments,  and  the  exercise  of  caution 
to  safeguard  myself. 

In  considering  the  important  position  gynaecology  holds  in 
general  practice  I  have  alluded  chiefly  to  the  inadequate  in- 
struction the  student  receives,  and  the  great  need  of  affording 
to  those  who  are  advanced,  facility  for  gaining  a  better 
practical  knowledge  of  the  subject ;  also  I  have  enjoined  my 
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fellow  practitioners  to  exercise  caution  in  expressing  to  a 
patient  or  her  friends  an  opinion  respecting  the  nature  of 
some  affections  which  may  be  open  to  uncertainty,  the 
diagnosis  of  abdominal  diseases  being  often  very  difficult, 
and  even  sometimes  mere  conjecture,  until  ascertained  by 
means  usually  beyond  the  sphere  of  general  practice. 

In  conclusion,  gentlemen,  I  thank  you  for  your  attendance 
and  the  attention  given  to  this  contribution  upon  a  branch  of 
professional  knowledge  of  increasing  importance  and  respon- 
sibility to  those  in  general  practice. 

The  Society  then  adjourned. 
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Wednesday,  May  14,  1890. 

C.  H.  F.  ROUTH,  M.D.,  President,  in  the  Chair. 

Present  :   25  Fellows,  4  Visitors. 

The    following    was    proposed     for    election  : — Dr.     O 
Sullivan,  Melbourne. 

The  President  showed  one  of  his  buckle  pessaries, 
which  had  been  allowed  to  remain  in  the  vagina  of  a 
lady  for  five  years.  It  was  originally  put  in  for  dysmenor- 
rhcea,  and  the  patient  having  gone  into  the  country,  she 
had  applied  in  vain  to  the  local  men  to  remove  it. 
She  had  accordingly  removed  it  herself.  She  was  single. 
He  observed  that  its  long-continued  presence  did  not  seem 
to  have  given  rise  to  any  irritation,  but  the  distal  extremity 
of  it  was  coated  with  a  chalky  deposit,  which  did  not 
extend  further  than  half  way  down,  and  which  he  took  to 
indicate  that  the  secretions  at  the  fundus  uteri  were  differ- 
ent from  those  lower  down.  He  mentioned  that  he  had  then 
under  his  care  a  lady  who  had  kept  one  in  for  three  years 
— removing  and  cleaning  it  at  intervals  of  a  year.  These 
two  cases  were  interesting,  in  view  of  what  was  said  as  to 
the  danger  of  using  intra-uterine  pessaries. 

Dr.  Bantock  said  that  his  own  observations  led  him  to 
regard  the  formation  of  a  phosphatic  deposit  as  indicative 
of  slight  ulceration,  and  was  commonly  met  with  on  vaginal 
pessaries  which  had  set  up  ulceration  from  pressure.  He 
supposed  that  the  same  thing  had  been  the  case  in  this 
patient.  There  was  indeed  a  difference  between  the  vaginal 
and  the  uterine  secretions,  but  that  applied  to  the  whole  of 
the  cavities. 

The  President  pointed  out  that  he  had  found  no  trace 
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of  ulceration,  and  the  patient  had  not  suffered  the  slightest 
inconvenience,  which  he  thought  was  inconsistent  with  the 
idea  of  there  having  been  any  ulceration  of  the  fundus. 

Adjourned  discussion  on  Dr.  Lycett^s paper. 

Dr.  R.  T.  Smith  suggested  that  the  sixth  point  in  the 
abstract  of  the  speech  which  he  had  read  was  the  most 
important,  viz.,  that  the  general  practitioner  should  keep 
his  mind  open,  in  order  to  avoid  as  far  as  possible  error 
in  diagnosis.  The  great  majority  of  the  complaints  that 
were  made  against  general  practitioners  had  reference  to 
cancer.  From  his  own  experience  he  thought  that  cases 
of  cancer  were  rare  which  were  seen  before  they  had 
attained  an  advanced  state.  He  had  just  had  an  illustra- 
tion of  this.  A  woman  had  been  asked  more  than  six 
months  ago  by  her  doctor  to  be  examined,  and  she  had 
refused.  The  fact  was  that  patients  required  to  be  educated 
to  apply  earlier  for  examination.  Even  specialists  did  not 
meet  with  the  cases  in  the  earlier  stages. 

Dr.  Barnes  agreed  with  the  previous  speaker  that  cancer 
was  more  rare  than  many  seemed  to  think.  If  he  accepted 
the  diagnosis  reported  to  him,  then  he  was  in  the  habit  of 
curing  two  or  three  cases  of  cancer  a  week.  He  pointed  out  that 
the  general  practitioner  was  often  placed  in  an  unfair  posi- 
tion— the  patient  not  asking  his  advice  fairly  and  openly. 
Often,  too,  the  patient  declined  to  be  examined.  Then 
when  matters  came  to  a  crisis,  she  consulted  a  specialist,  and 
it  seemed  as  if  the  general  practitioner  had  overlooked  the 
case.  There  were  many  other  points  in  the  paper  which 
called  for  serious  consideration,  but  which  time  would  not 
permit  of  his  discussing.  He  would,  however,  take  that 
opportunity  of  stating  that  the  opportunities  of  teaching 
gynaecology  and  obstetrics  in  the  medical  schools  of  this 
country  were  very  inadequate,  and  that  was  one  reason  why 
special  hospitals  had  sprung  up  in  order  that  men  might  be 
enabled  to  study  this  branch  of  the  healing  art  free  from 
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hindrance.  In  general  hospitals  the  gynaecological  teacher 
was  hampered  by  the  surgeons,  and  the  experience  gained 
in  them  was  limited.  They  might  as  well  expect  men  to 
become  anatomists  without  dissecting,  as  for  a  man  to  become 
a  competent  gynaecologist  without  operating.  As  a  rule 
students  were  under  this  difficulty,  viz.,  that  they  did  not 
see  cases  carried  properly  through.  The  beds,  too,  in  general 
hospitals  devoted  to  the  diseases  of  women  were  very  inade- 
quate, considering  the  extent  to  which  these  diseases  pre- 
vailed. When  a  man  got  into  practice  that  difficulty  met 
him  on  the  threshold,  and  he  would  find  himself  hampered 
by  a  want  of  knowledge  which  he  would  have  to  acquire 
as  best  he  could.  He  thought  that  the  points  in  the  paper 
calling  attention  to  the  defects  in  medical  education  deserved 
to  be  made  public,  more  especially  with  the  object  of  calling 
attention  to  the  service  rendered  by  special  hospitals,  where 
the  work  was  efficiently  done.  He  pointed  out  that  almost 
everything  that  had  been  done  in  this  direction  had  been 
done  outside  the  general  hospitals,  and  if  now  these  cases 
met  with  some  sort  of  attention  at  these  institutions  it  was 
due  to  outside  pressure.  They  still  interfered  with  the 
gynaecologist  as  much  as  they  could  by  limiting  his  beds  and 
the  number  of  his  cases,  and  holding  his  hand  in  the  free 
treatment  of  his  cases.  One  of  the  objects  of  the  Society 
was  to  urge  the  freer  consideration  of  this  difficulty,  and  so 
help  forward  the  problem  of  the  education  of  the  student  and 
the  practitioner  in  gynaecology. 

Dr.  Bantock  observed  that  the  subject  of  the  paper  had 
been  touched  upon  some  months  since  in  a  paper  by  Dr. 
Dolan,  of  Halifax.  Dr.  Lycett's  paper,  however,  covered 
much  wider  ground  and  therefore  offered  more  points  for 
discussion.  The  author  had  called  attention  to  the  fact  that 
in  general  hospitals  there  was  not  that  provision  for  teaching 
gynaecology  that  one  might  desire.  It  must,  however,  be 
borne  in  mind  that  gynaecology  was  a  very  difficult  thing  to 
teach.  It  might  be  all  very  well  to  show  a  class  through  the 
speculum  how  to  distinguish  between  erosion  and  ulceration, 
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but  when  it  came  to  examining  the  pelvic  organs  of  a  woman 
with  the  finger  and  by  manipulation  the  difficulties  were 
obvious.  With  reference  to  the  role  of  the  special  hospitals 
in  teaching,  he  said  that  the  question  had  come  before  the 
authorities  of  the  Samaritan  Hospital  in  connection  with  the 
post-graduate  lectures,  and  they  had  come  to  the  conclusion 
that  it  was  impossible  to  teach  the  subject  in  the  out-patient 
department.  They  were  prepared  to  let  as  many  men  as 
possible  see  the  operations,  but  they  did  not  see  their  way  to 
allowing  men  to  examine  the  patients — the  only  thing  that 
could  do  him  any  real  good.  However  desirable  it  might  be 
that  general  practitioners  should  be  better  acquainted  with 
gynaecology,  he  thought  there  were  insuperable  difficulties 
in  the  way  of  their  becoming  so.  More  than  that,  he  doubted 
whether  it  was  desirable  that  every  man  should  be  a  gynae- 
cologist, for  the  absolute  number  of  cases  occurring  in  the 
ordinary  run  of  general  practice  calling  for  the  exercise  of 
this  branch  of  the  art  was  small.  He  was  afraid  that  it  would 
be  found  that  in  the  long  run  special  hospitals  would  not  be 
able  to  give  much  more  instruction  in  this  respect  than  general 
hospitals.  If  the  subject  were  to  be  taught  at  all,  it  ought  to 
be  in  the  general  hospitals,  but  then  only  to  those  men  who  had 
natural  aptitudes  for  this  particular  study,  or  who  proposed 
to  take  it  up  as  a  specialty.  As  to  giving  instruction  in 
abdominal  section,  he  feared  that  no  instruction  that  could 
be  given  on  the  dead  body  would  enable  a  man  to  overcome 
the  difficulties  which  one  was  apt  to  meet  with  even  in  the 
simplest  cases  of  abdominal  operations.  They  could  not 
teach  him,  for  exam.ple,  how  to  separate  adhesions.  More- 
over, what  a  man  required  most  of  all  was  to  be  able  to 
recognise  the  structures  before  him  before  using  the  knife, 
for  the  various  organs  were  so  disturbed  that  his  knowledge 
of  minute  anatomy  would  only  lead  him  into  error.  He  did 
not  think  either  that  it  ought  to  become  a  practice  among 
general  practitioners  to  open  the  abdomen  whenever  in  their 
judgment  this  was  called  for.  There  were  few  places  in  this 
country  so   remote   from   a  skilled   operator  as  to  make  it 
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justifiable  for  a  man  who  had  no  special  experience  to  per- 
form such  operations.  He  did  not  think  that  the  advice 
given  by  Mr.  Tait  in  respect  of  Porro's  operation  re- 
dounded to  his  credit.  Indeed  he  thought  that  it  was  very 
ill-advised,  and  likely  to  lead  to  a  great  deal  of  disaster. 
As  to  the  proposal  to  do  Porro's  operation  in  cases  of 
placenta  praevia,  he  could  not  conceive  of  any  rational  man 
entertaining  the  idea  for  a  moment.  Placenta  praevia  was  a 
condition  which  was  not  of  such  a  serious  nature  as  to  call 
for  the  removal  of  the  uterus — the  more  so  as  it  was  not 
likely  to  recur.  At  the  same  time  the  operation  was  one  that 
in  certain  circumstances  was  very  useful.  As  to  the  frequency 
of  the  diseases  alluded  to  by  Dr.  Lycett,  he  was  not  aware 
that  they  were  more  frequent  now  than  they  were  thirty  years 
ago.  The  fact  was  that  they  were  now  more  generally  re- 
cognised, and  the  increase  was  apparent  and  not  real.  That 
had  been  shown  by  Dr.  Kingston  Fowler  in  a  number  oi posU 
mortem  examinations.  As  to  the  diversity  of  opinion  and 
practice,  he  doubted  whether  this  was  more  marked  in  gynae- 
cology than  in  other  departments  of  practice.  If  they  put 
half-a-dozen  men  to  examine  any  ordinary  case  and  then  put 
them  to  write  out  their  prescriptions  separately,  they  would 
certainly  get  half-a-dozen  different  prescriptions.  The  differ- 
ence, such  as  it  was,  would  depend  upon  the  mental  constitu- 
tion of  the  man  and  upon  his  individual  skill  and  powers  of 
observation.  There  was  one  point  which  Dr.  Dolan  had 
rightly  insisted  upon,  viz.,  as  to  the  great  benefit  which  a  man 
derived  from  a  course  of  general  practice  before  giving  him- 
self up  to  a  specialty.  He  was  less  likely  to  be  influenced 
by  crotchets  than  one  who  went,  so  to  speak,  straight  from 
school  into  a  specialty.  He  agreed  with  what  Dr.  Smith 
had  said  as  to  the  general  practitioner  not  being  to  blame  in 
most  of  the  cases  of  cancer.  In  many  of  the  cases  that  came 
to  him  of  advanced  malignant  disease,  the  patient  had  not 
suspected  that  there  was  anything  the  matter  with  her,  and 
consequently  no  opportunity  had  been  afforded  to  anyone  to 
make  a  diagnosis.  Whatever  symptoms  there  were  were 
attributed  by  her  to  the  "  change  of  life." 
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Dr.  Bedford  Fenwick  said  he  differed  entirely  from 
what  Dr.  Bantock  had  said  as  to  the  insuperable  difficulty 
of  teaching  the  ordinary  practitioner  gynaecology,  in  proof  of 
which  he  instanced  what  had  been  done  in  this  direction  at 
the  Soho  Hospital.  What  had  been  done  there  could  be  done 
elsewhere,  and  until  this  was  the  case  of  course  it  would 
not  be  possible  to  instruct  the  general  body  of  men.  He 
pointed  out  that  they  had  decided  to  limit  the  number  of  men 
to  four  under  each  teacher,  and  they  made  a  rule  that  no 
woman  was  to  be  examined  by  more  than  one  doctor,  but  as 
the  number  of  patients  was  considerable,  there  was  an  ample 
opportunity  for  all  of  them  to  obtain  instruction.  It  was  only 
by  letting  these  facts  be  known  that  they  could  hope  to  per- 
suade other  hospitals  to  imitate.  He  insisted  upon  the  value 
of  Dr.  Barnes'  remarks  in  view  of  the  inquiry  which  was  then 
going  on  into  the  whole  subject  of  hospital  administration. 
So  long  as  a  prejudice  prevailed  against  special  hospitals  and 
against  this  class  of  work,  so  long  would  it  be  difficult  or 
impossible  to  provide  for  the  education  of  the  profession  as  a 
whole  in  this  department. 

Dr.  R.  T.  Smith  said  he  considered  that  one  of  the  most 
valuable  suggestions  was  that  the  general  practitioner  should 
keep  his  mind  open  in  order  to  avoid  making  an  error  in 
diagnosis.  This  was  very  true  with  regard  to  cancer  of  the 
uterus.  Within  a  few  days  he  had  seen  an  advanced  case 
of  epithelioma  of  the  labium,  in  which  the  patient  had  asked 
the  doctor  to  examine  the  sore,  but  he  had  said,  "  I  am  sure 
from  your  description  it  is  an  ulcer,  and  I  will  give  you  a  lotion 
which  will  cure  it."  This  was  not  "  keeping  the  mind  open."  For 
six  months  it  was  left  without  his  ever  looking  at  it,  and  the 
best  opportunity  of  doing  good  was  lost.  On  the  other  hand, 
it  was  equally  true  that  many  patients  refused  examination. 
In  his  own  experience  he  rarely  saw  cancer  of  the  uterus  in  an 
early  stage,  and  this  arose  from  the  fact  that  patients  attri- 
buted the  symptoms  to  the  "  change  of  life,"  when  they  con- 
sisted of  haemorrhage  or  discharge.  Severe  pain  led  them  to 
see  the  doctor,  but  in  many  cases  of  rapid  cancer  pain  was 
not  a  prominent  symptom. 
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Dr.  Murphy,  of  Sunderland,  observed  that  all  diseases 
were  on  the  same  principle,  and  had  to  be  learned  and  treated 
on  the  same  lines.  He  mentioned  in  illustration  of  the  diffi- 
culty of  teaching  gynaecology  in  provincial  hospitals,  that  on 
a  recent  occasion  Mr.  Tait  had  demonstrated  his  operation 
for  the  restoration  of  the  perineum  at  the  hospital  to  which 
Dr.  Murphy  was  attached,  and  three  weeks  afterwards  he 
invited  the  neighbouring  medical  men,  who  had  seen  the 
operation  performed,  to  see  the  results.  For  so  doing  he  had 
been  summoned  before  the  Medical  Board,  and  it  was  only 
by  the  use  of  very  forcible  and  intelligible  language  that  a 
vote  of  censure  and  a  charge  of  indecency  for  having  invited 
neighbouring  practitioners  to  witness  the  very  successful  re- 
sults of  the  operation  was  not  carried,  and  recorded  on  the 
minutes.  He  observed  that  so  long  as  such  ideas  prevailed  it 
would  be  impossible  to  make  any  great  advance  in  the  teach- 
ing of  gynaecology  in  the  provinces. 

Dr.  Edis  said  he  endorsed  what  Dr.  Bantock  had  said  in 
reference  to  resorting  to  Porro's  operation  for  placenta  pra^via, 
and  he  deplored  that  a  leading  man  should  have  given  the 
sanction  of  his  authority  to  such  a  practice  in  a  condition 
which  could  be  dealt  with  in  so  many  easier  ways.  More- 
over, to  describe  the  operation  as  simplicity  itself  was  very 
misleading.  He  recalled  a  case  some  years  ago,  in  which 
some  juvenile  practitioner  had  taken  upon  himself  to  remove 
the  child  by  the  aid  of  his  penknife  alone,  and  had  rushed 
with  his  case  into  print  before  the  child  could  have  been  a  week 
old.  It  was  true  that  the  result  had  turned  out  well,  otherwise, 
probably,  they  would  not  have  heard  of  it.  Such  a  practice, 
however,  if  followed  could  not  but  culminate  in  disaster. 

In  respect  of  the  early  diagnosis  of  cancer,  he  insisted 
that  the  great  thing  was  to  educate  practitioners  to  take  more 
notice  of  apparently  trivial  symptoms,  and  if  that  were  done  the 
number  of  cases  in  which  an  operation  would  hold  out  some 
hope  of  successful  intervention  would  be  largely  increased. 
He  mentioned  a  case  in  which,  at  the  request  of  the  patient, 
a  general  practitioner  had  examined  and  had  diagnosed  inci- 
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pient  cancer,  which  he  (Dr.  Edis)  had  been  able  to  remove 
without  recurrence  so  far.  He  pointed  out  that  it  was  impor- 
tant that  those  who  knew  something  of  special  hospitals  should 
be  represented  at  the  inquiry  now  going  on.  He  did  not  see 
why  special  hospitals  should  not  be  made  a  school  for  general 
practitioners,  and  though  at  his  hospital  they  had  not  gone 
as  far  as  at  Soho,  still  they  had  done  all  that  they  considered 
it  desirable  to  do.  The  subject,  however,  was  surrounded 
with  difficulties.  He  alluded  to  the  difficulties  which  he  had 
met  with  years  ago  in  endeavouring  to  teach  gynaecology  in  a 
general  hospital,  and  he  thought  that  the  sentiments  which 
prompted  the  authorities  in  that  case  were  not  yet  extinct. 

Dr.  iNGLIS  Parsons,  in  respect  to  the  early  diagnosis  of 
cancer,  said  he  did  not  see  how  general  practitioners  could  be 
expected  to  send  these  cases  in  their  early  stages  to  the  skilled 
operator,  unless  they  were  first  taught  to  diagnose  it.  In  fact 
Dr.  Bantock,  to  his  surprise,  seemed  rather  against  educating 
the  mass  of  general  practitioners  in  this  department.  (Dr.  Ban- 
tock pointed  out  that  he  had  said  that  there  were  insuperable 
difficulties  in  the  way  only.)  He  said  that  unless  eminent 
specialists  were  prepared  to  go  out  thirty  or  forty  miles  into 
the  country  to  operate  on  persons,  who  were  probably  not 
in  a  condition  to  pay — and  this,  too,  in  cases  in  which  delay 
was  often  fatal — he  did  not  see  how  they  were  to  manage. 
Porro's  operation  was  not  comparable  to  any  other  abdominal 
operation,  and  unless  the  specialists  would  go  down,  the  onus 
would  lie  on  the  general  practitioner,  who  was  bound  to  do 
what  he  could  for  the  patient,  even  if  he  were  reduced  to 
usin^  his  penknife  and  a  piece  of  whip  cord.  He  pointed  out 
that  in  country  practice  they  had  to  do  principally  with  poor 
people.  He  observed  that  Porro's  operation  and  craniotomy 
were  often  brought  into  juxtaposition,  but  as  a  matter  of  fact 
the  choice  of  operation  depended  upon  the  amount  of  ob- 
struction. Where  the  obstruction  was  slight,  then  craniotomy 
was  absolutely  safe,  and  the  patients  might  get  well  as  soon 
as  after  an  ordinary  confinement. 

Dr.   Fenton   said   that    a   point   which   had   been   well 
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brought  out  was  that  there  were  two  departments  of 
gynaecology — a  major  and  a  minor.  He  gathered  from 
Dr.  Lycett's  paper  that  general  practitioners  were  rather 
anxious  to  attack  the  major  gynaecology,  and  take  on  cases 
of  ruptured  extra-uterine  gestation,  to  perform  Porro's  opera- 
tion, and  do  abdominal  section  generally.  He  thought  this 
was  a  mistake.  The  necessity  for  a  general  practitioner 
to  do  these  major  operations  seldom  arose.  Abdominal 
sections,  as  a  rule,  were  not,  and  had  not,  to  be  done  on 
the  spur  of  the  moment.  Even  if  some  man  who  was  in 
the  constant  practice  of  abdominal  surgery  could  not  be 
brought  to  the  bedside  of  the  patient,  the  patient  could 
be  removed  and  got  to  a  place  of  safety  and  where  skilled 
assistance  could  be  obtained.  Cases  bad  enough  to  require 
Porro's  operation  were  generally  dwarfs  and  deformed 
creatures,  whose  state  there  was  an  opportunity  of  knowing 
about  beforehand  and  arranging  accordingly.  He  depre- 
cated the  slipshod  system  of  waiting  till  labour  was  in  full 
blast  before  acting.  The  department  of  gynaecology  the 
general  practitioner  should  attend  to  with  profit  to  himself 
and  his  patient,  was  the  minor.  He  should  be  able  and 
ready  to  curette,  to  use  Pacqueline's  cautery,  to  use  tampons, 
to  introduce  tents,  to  fit  and  adapt  pessaries,  and  the  hundred 
and  one  things  now  left  to  the  specialist,  but  which,  much 
to  the  comfort  of  patients,  should  be  done  for  them  by  the 
general  practitioner. 

Dr.  ROUTH  pointed  out  that  many  of  the  operations 
alluded  to  by  Dr.  Fenton  might  be  practised  upon  the  dead 
body,  and  this  was  invariably  the  plan  at  Vienna.  It  would 
be  quite  impossible  for  much  demonstration  on  the  living 
body  to  be  given,  and  even  if  it  were  possible  he  doubted 
whether  it  would  be  safe  or  right.  Dr.  Fenwick's  plan  was 
not  available  in  the  general  hospitals  crowded  by  students. 
He  thought  that  a  good  deal  might  be  done  if  advantage 
were  taken  of  the  post-mortem  examinations  to  demonstrate 
the  anatomy  and  pathology  by  examinations  more  fully  than 
was  now  done.     Many  of  the  abnormalities  might  be  demon- 
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strated,  too,  in  the  same  way.  Passing  on  to  discuss  the 
question  of  Porro's  operation,  he  said  that  his  mind  recoiled 
from  the  wholesale  mutilations  which  were  sometimes  recom- 
mended. There  were  indubitably  circumstances  in  which 
any  mutilation  was  permissible,  but  certainly  not  in  such  a 
condition  as  placenta  prsevia,  which  did  not  tend  to  recur,  and 
in  which  the  lives  of  both  the  mother  and  the  child  might  be 
saved  short  of  such  a  terrible  mutilation.  In  any  case  he 
preferred  the  Caesarian  section,  the  mortality  of  which  was 
now  so  much  diminished,  and  which,  once  successfully  per- 
formed, left  the  woman  in  a  position  in  which  it  could  be 
repeated  if  required  vi^ith  comparative  safety.  He  admitted 
that  the  general  practitioner  might  not  be  able  nor  have  had 
an  opportunity  of  making  the  early  diagnosis  in  cases  of 
cancer,  but  then  neither  had  the  specialist.  Then,  also,  the 
same  divergence  of  opinion  obtained  among  specialists  them- 
selves, and  when  one  man  said  it  was  a  cancer  another  often 
said  it  was  not,  and  there  the  matter  rested.  He  pointed  out 
that  in  the  provinces  in  smaller  towns  it  was  thought  very 
damaging  for  a  man  to  get  the  reputation  of  being  addicted 
to  examination  of  females,  though  this,  fortunately,  could  not 
be  said  to  be  the  case  in  London.  He  had  known,  however, 
practitioners  refuse  to  make  an  examination  when  requested 
t-o  do  so,  on  that  account.  In  conclusion,  he  said  that  he 
feared  they  were  getting  too  fond  of  the  knife,  forgetting 
there  were  a  large  number  of  remedies  which  were  unjustly 
neglected  by  operators,  but  which,  if  properly  used,  would 
often  render  a  more  serious  surgical  intervention  unnecessary. 
Dr.  Lycett  apologised  for  his  absence  on  the  previous 
occasion  and  expressed  his  satisfaction  at  the  interesting  dis- 
cussion that  the  paper  had  elicited.  He  felt  strongly  that 
many  of  the  topics  he  had  brought  forward  required  ventila- 
tion, especially  as  the  great  advances  that  had  been  made  in 
gynaecology  were  the  work  of  pure  specialists.  At  present 
the  general  practitioner  was  in  an  awkward  position,  and  he 
felt  the  necessity  of  defining  the  exact  position  he  ought  to 
occupy.     Although  it  had  been  generally  admitted  that  there 
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was  great  room  for  improvement  in  respect  to  the  gynaecolo- 
gical education  of  the  general  practitioner,  there  had  been 
some  little  difference  of  opinion  as  to  the  possibility,  if  not 
indeed  of  the  propriety,  of  giving  him  that  education.  He 
quite  understood  and  appreciated  the  difficulties  in  the  way 
of  imparting  such  instruction,  but  there  was  no  branch  of  the 
profession  that  required  such  careful  and  special  training  as 
gynaecology  and  obstetrics,  and  yet  they  were  departments  in 
which  the  means  and  methods  of  instruction  left  much  to  be 
desired.  However  simple  Porro's  operation  might  be  in  the 
hands  of  the  gentlemen  who  had  brought  it  so  prominently 
forward  of  late,  it  might  be  very  different  in  the  hands  of  the 
general  practitioner.  The  question  was :  Should  students, 
before  receiving  their  diplomas,  give  evidence  of  operative 
dexterity  sufficient  to  enable  them  to  do  the  major  operations 
without  the  aid  of  the  specialist  ?  If  not,  then  they  had 
nothing  but  to  go  forward  on  the  old  lines,  and  the  mortality 
in  urgent  and  difficult  cases  would  remain  the  same  as  here- 
tofore. 

The  Society  then  adjourned. 
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A  Practical  Text-hook  of  the  Diseases  of  Women.  By  ARTHUR 
H.  N.  Lewers,  M.D.Lond.,  M.R.C.P.Lond.  Second 
edition  with  146,  illustrations.  H.  K.  Lewis,  136,  Gower 
Street,  London. 

Among  the  fresh  matter  found  in  the  second  edition  is  a 
short  account  of  Extra-uterine  Gestation.  The  author  has 
introduced  this  subject  because  as  he  very  properly  remarks, 
the  subject,  though  obstetrical  in  its  origin,  is  more  gynaeco- 
logical in  its  diagnosis  and  treatment. 

Dr.  Lewers  states,  "  An  account  of  Dr.  Apostoli's  method 
of  treating  fibroids  has  been  retained  in  this  edition.  That 
this  treatment  has  failed  to  accomplish  a  great  deal  that  was 
originally  claimed  for  it  by  its  introducer,  is  certain.  It  is  also 
certain  that  the  treatment  in  question  is  attended  with  con- 
siderable danger,  and  in  short  it  is  very  doubtful  whether  it 
will  ultimately  find  any  place  in  legitimate  practice."  We 
certainly  are  able  to  endorse  the  above  remarks.  We  have 
seen  no  good  come  from  this  treatment  in  any  one  case.  We 
have,  however,  seen  several  cases  in  which  the  patients  only 
escaped  with  their  lives,  after  having  passed  through  weeks  of 
septicaemic  poisoning. 

Some  of  the  sections  are  bald  and  meagre,  that  on  inver- 
sion of  the  uterus  being  a  case  in  point.  Doubtless  the 
author  will  supply  this  deficiency  in  some  future  edition. 

Practical  Manual  of  Diseases  of  Women,  and  Uterine  Thera- 
peutics. For  Students  and  Practitioners.  By  H.  Mac- 
NAUGHTON  JONES,  M.D.,  M.Ch.,  M.A.O.  (Hon.  Caus.), 
F.R.C.S.I.  and  E.  Fourth  edition.  Bailliere,  Tindall,  & 
Cox,  King  William  Street,  Strand,  London,  1890. 

In  the  preface  to  the  fourth  edition  of  Dr.  Macnaughton 
Jones' well-known  and  popular  work  the  author  states: — "The 
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many  advances  made  in  gynaecology  during  the  past  few 
years  have  necessitated  a  complete  recasting  of  the  fourth 
edition  of  this  work.  I  have  endeavoured  to  add  all  that  is 
of  practical  importance  to  the  student  or  practitioner  in  the 
recent  literature'of  the  subject.  Though  the  text  has  thus  had 
to  be  very  considerably  increased,  I  have  striven  to  keep  the 
volume  of  that  handy  size  so  desirable  in  a  student's  manual. 
New  chapters  on  Gynaecological  Electro-Therapeutics,  certain 
Renal  and  Vesical  Affections  and  Massage  have  been  added, 
and  over  a  hundred  new  illustrations.  I  am  indebted  to  Sir 
Spencer  Wells  for  his  suggestions  in  re- writing  the  chapters 
on  Ovarian  Tumours  and  Ovariotomy ;  to  Mr.  Bland-Sutton 
for  his  Contribution  on  the  Pathology  of  Ovarian  Cystoma, 
and  to  Mr.  Malcolm  Morris  for  his  revision  of  the  chapter  on 
Cutaneous  Affections  of  the  Vulva.  I  have  to  acknowledge 
my  obligations  for  many  important  facts  culled  from  contem- 
poraneous medical  literature,  to  the  distinguished  American 
editors  of  the  Sections  on  Gynaecological  Subjects  in  the 
Annual  of  Universal  Medical  Sciences,  the  most  valuable 
compendium  I  am  acquainted  with  of  contemporary  medical 
and  surgical  science. 

"  I  have  specially  to  thank  Dr.  J.  J.  Redfern  (now  of 
Croydon)  for  reading  the  proof  sheets,  and  for  the  preparation 
of  the  complete  index  and  list  of  authorities  quoted  in  the 
work. 

"  The  reception  given  to  the  last  edition  of  this  manual  is 
best  shown  by  its  rapid  sale ;  but  I  may  be  pardoned  for  re- 
ferring to  many  voluntary  expressions  of  warm  approval  of  it 
as  a  text  book  which  I  received  from  several  distinguished 
teachers  in  the  schools  of  the  United  Kingdom  and  America, 
while  I  am  aware  that  it  has  been  largely  used  in  India." 

As  a  text  book  the  work  is  well  adapted  to  fulfil  the 
wants  of  the  student  or  young  practitioner.  The  author  has 
been  careful  to  embody  everything  that  is  new  or  of  interest. 

The  work  well  deserves  the  success  it  has  met. 
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Sanity  and  Insanity.  By  Charles  Mercier,  M.B.,  Lecturer 
on  Insanity  at  the  Westminster  Hospital  Medical 
School,  and  at  the  Medical  School  for  Women.  With 
illustrations.  Walter  Scott,  24,  Warwick  Lane,  Pater- 
noster Row,  London,  1890. 

The  work  which  Dr.  Mercier  has  just  published  is  one  of 
the  contemporary  Science  Series  and  is  intended  for  the  use 
of  laymen  as  well  as  the  medical  profession.  Such  a  work 
has  long  been  needed,  more  particularly  as  the  question  of 
insanity  has  occupied  a  prominent  position  in  the  public 
mind  for  some  time  past.  No  one  in  the  ranks  of  the 
alienists  is  better  fitted  than  Dr.  Mercier  to  satisfactorily 
fulfil  the  task  of  writing  a  book  appealing  to  two  classes  of 
readers. 

The  author  truly  remarks  that  "  a  knowledge  of  the  facts 
of  insanity  must  be  of  service  both  to  those  who  are  liable  to 
become  insane  and  to  their  friends,  for  of  this  malady,  more 
than  of  any  other  it  is  true,  that  the  earlier  its  beginnings  are 
recognised,  the  better  the  chance  of  prevention,  and  the 
more  sanguine  the  hope  of  cure."  The  usual  conception  that 
the  laity  have  of  a  lunatic  is  somewhat  as  follows : — "  He  is 
usually  raving,  shouting  at  the  top  of  his  voice,  and  smashing 
the  furniture. 

"  When  not  in  this  state,  he  is  controlling  himself,  and  in  the 
plenitude  of  his  cunning — for  he  is  no  lunatic  if  not  cunning 
— he  is  lulling  the  surrounding  people  into  a  sense  of  false 
security,  until  he  can  get  a  convenient  opportunity  of  cut- 
ting their  throats.  Instead  of  a  hat  he  wears  straw  in  his 
hair,  speaks  of  himself  in  the  third  person,  and  talks  in  in- 
genious and  complicated  parables.  It  is  hard  to  relinquish  a 
simple  faith  that  has  grown  up  with  us  from  childhood,  and 
become  part  of  our  very  nature ;  and  for  my  part  I  shall  never 
forget  the  shock  it  was  to  me  when  I  took  office  in  an  asylum 
containing  about  two  thousand  lunatics,  to  find  not  one  single 
straw  sticking  out  of  a  single  head  in  the  institution.  So  far 
from  speaking  in  parables,  they  asked  for  what  they  wanted 
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with  simple  directions,  and  when  they  did  not  get  it,  their 
language  was  as  direct  and  forcible  as  that  of  any  sane 
person.  Having  now  spent  many  years  in  daily  and  hourly 
contact  with  the  insane,  the  one  fact  about  them  which  con- 
tinually impresses  me  with  more  and  more  conviction,  is  the 
wonderfully  little  difference  that  there  is  between  them  and 
other  people.  It  is  not  merely  that  the  lunatic  is  *  fed  with 
the  same  food,  hurt  with  the  same  weapons,  subject  to  the 
same  diseases,  summer  and  winter,'  as  a  sane  person,  but  that 
in  his  very  insanity,  in  the  vagaries  of  his  mind  and  the  ex- 
travagances of  his  conduct,  he  exhibits  nothing  but  an  ex- 
aggeration of  the  same  peculiarities  which  we  all  possess  more 
or  less."  As  an  exposition  of  the  difference  between  sanity 
and  insanity,  the  work  is  most  satisfactory.  The  subject  is 
dealt  with  in  a  masterly  manner  from  each  practical  point  of 
view.  We  are  surprised,  however,  to  find  that  Dr.  Mercier 
has  omitted  to  discuss  the  question  of  the  effect  of  the  re- 
moval of  both  ovaries  upon  the  mind  of  women  who  have 
submitted  to  that  operation. 

The  operation  of  oophorectomy  is  becoming  so  frequently 
resorted  to  for  so  many  different  conditions,  that  it  is  now 
high  time  that  some  leading  authority  like  Mercier,  should 
undertake  the  investigation  of  this  question.  We  shall  not 
here  project  our  own  views,  as  far  as  we  have  any  on  the 
subject,  into  this  notice  ;  we  have  no  doubt,  that  Dr.  Mercier, 
who  is  in  the  van  of  progress  in  his  own  department,  will  do 
his  best  to  fill  up  the  blank  chapter  in  his  most  interesting 
and  valuable  work. 

We  cannot  conclude  this  brief  and  hasty  notice,  without 
tendering  our  congratulations  to  the  author. 
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SUMMARY  OF  GYNECOLOGY,  INCLUDING 
OBSTETRICS. 


TRANSACTIONS  OF  THE  GYNECOLOGICAL  SOCIETY  OF 

CHICAGO. 

Regular  Meeting,  January  17th,  1890. 
The  President,  James  H.  Etheridge,  in  the  Chair. 

Dermoid  Cyst  of  Ovary  ;    Tzvisted  Pedicle  ;  Recovery. 

Dr.  Daniel  T.  Nelson  : — The  contents  of  this  tumour 
were  entirely  of  a  kind  of  wheel-grease,  sebaceous  matter. 
There  was  about  a  gallon  of  it.  It  has  kept  very  perfectly 
without  any  preparation  except  being  bottled.  There  were  a 
few  short  hairs,  but  no  teeth  or  bones. 

I  will  read  you  a  brief  history  of  the  patient. 

Mrs.  G.  B.  R.  Puberty  at  fourteen ;  aged  fifty-seven  ; 
married  thirty-six  years ;  two  children,  thirty-three  and 
twenty-nine  years,  both  girls ;  first  weighed  nine  pounds, 
second  six ;  was  in  bed  at  each  confinement  ten  days ;  nursed 
both  children.  Has  had  three  attacks  of  pneumonia,  first 
while  a  girl  before  marriage,  ill  five  to  six  months ;  second 
in  1864,  ill  a  month;  third  1880,  ten  days  in  bed.  During 
convalescence,  while  sitting  up,  suddenly  expectorated  some 
four  or  five  ounces  of  pus  and  then  rapidly  recovered  ;  but 
has  since  had  a  cough  on  rising  from  her  bed  in  the  morning 
and  on  lying  down.  In  June,  1888,  had  a  slight  attack  of 
peritonitis  lasting  some  three  days  ;  hardly  in  bed.  Suffered 
from  soreness  for  some  days  after.  A  second  attack  of 
peritonitis  occurred  in  October,  1888;  was  in  bed  a  week, 
soreness  continuing  for  a  week  or  more  longer.  The  third 
and  last  attack  of  peritonitis  began  May  23rd,  1889,  and  was 
produced  by  stooping  in  her  garden  to  pick  some  lettuce. 
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She  took  to  bed  that  night  and  was  obh'ged  to  remain  a 
month.  She  suffered  greatly  for  some  days,  and  for  a  time 
her  life  was  endangered.  Was  confined  to  her  house  two 
months.  During  all  of  these  attacks  of  peritonitis  bowels 
were  never  confined  for  many  days,  and  at  other  times  were 
regular  or  easily  moved  by  simple  laxatives. 

The  patient  came  for  operation  on  the  tumour,  which  was 
recognised  months  before,  on  the  30th  of  November.  The 
patient  was  of  a  decidedly  corpulent  build.  The  usual 
abdominal  incision  was  made ;  some  three  inches  of  adipose 
tissue  had  to  be  passed  through  before  the  abdominal  cavity 
was  reached.  The  tumour  was  found  adherent  to  the  whole 
anterior  peritoneal  surface,  but  the  adhesions  were  apparently 
of  recent  date.  The  abdominal  incision  was  made  some  ten 
inches  in  length,  the  whole  size  of  the  tumour.  This  was 
necessary  in  order  to  pass  the  hand  around  the  tumour  to 
free  it  of  its  adhesions.  This  was  done  without  causing 
severe  haemorrhage  or  injuring  any  of  the  viscera.  After 
the  tumour  was  freed  from  its  adhesions  it  was  opened  by  the 
trocar,  but  there  was  no  discharge  of  fluid,  which  was  easily 
explained  on  the  withdrawal  of  the  trocar,  when  this  sebaceous 
material  began  to  well  out ;  the  opening  was  enlarged  and 
gradually  the  whole  contents  of  the  tumour  was  evacuated 
without  any  of  it  passing  into  the  abdominal  cavity.  When 
I  was  able  to  see  the  pedicle  it  was  tied  and  cut  off.  It  is 
just  about  the  size  of  an  ordinary  lead  pencil,  and  was  twisted 
three  times  around,  three  complete  revolutions  of  the  pedicle. 
The  pedicle  was  afterwards  tied  a  second  time  and  cut  off,  so 
I  have  this  part  to  show  you  to  illustrate  its  size.  On  account 
of  the  adhesions  I  was  not  able  to  satisfactorily  locate  the 
origin  of  the  tumour.  I  believe  it  represented  fully  and 
completely  the  left  ovary ;  it  was  all  I  could  find  of  that 
ovary.  The  left  Fallopian  tube  was  adherent  to  the  exudate 
about  the  tumour ;  the  right  ovary  and  tube  were  also 
inflamed  and  adherent,  but  could  be  found,  but  I  could  not 
find  the  left  ovary.  Of  course  I  did  not  make  as  careful  a 
dissection  as  if  it  had  been  2.  post-mortem  case.     But  the  con- 
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dition  of  the  pedicle  was  an  astonishment  to  me ;  it  did  not 
seem  that  any  blood  could  pass  through  the  original  vessels 
of  the  tumour.  The  tumour  had  not  sloughed,  as  it  seemed 
to  me,  simply  from  the  new  vessels  it  had  acquired  from 
adhesions  the  result  of  recent  inflammation.  It  is  possible,  of 
course,  that  there  was  some  blood  supply  in  other  ways,  but 
it  seemed  that  no  blood  could  pass  through  the  natural 
pedicle.  After  the  last  attack  of  peritonitis  the  statement  of 
the  friends  was  that  she  had  seemed  to  grow  considerably 
smaller  in  size.  Whether  it  was  because  the  peritoneal 
effusion  was  completely  absorbed  with  the  fluid  portion  of 
the  cyst  or  not,  there  was  absolutely  no  fluid  with  the 
sebaceous  material  at  the  operation. 

The  after-treatment  was  exceedingly  simple,  a  glass 
drainage  tube  was  introduced,  which  was  subsequently  re- 
moved and  replaced  by  a  short  rubber  tube.  The  extreme 
temperature  of  the  patient  reached  100^°.  A  troublesome 
cystitis  was  induced  by  the  use  of  the  catheter  and  lasted 
about  a  week.  This  gave  the  patient  more  annoyance  than 
anything  else  about  the  operation. 

I  have  seen  two  cases  of  twisted  pedicle,  one  in  the  case 
of  a  solid  tumour  which  was  removed  post-mortem.  There 
was  twisting  of  the  pedicle  and  a  peritonitis  that  so  en- 
dangered the  life  of  the  patient  that  I  did  not  dare  operate, 
but  the  post-mortem  showed  that  her  life  might  probably  have 
been  saved  if  operation  had  been  attempted. 

The  instruction  to  me  is  that  a  peritonitis  coming  on  after 
exertion  in  a  patient  with  a  moveable  tumour  indicates  twist- 
ing of  the  pedicle,  and  if  the  case  is  grave,  operate  before  the 
peritonitis  kills  the  patient.  If  the  attack  is  slight  it  may  be 
well  to  wait  until  the  peritonitis  has  passed  by ;  yet  it  would 
seem  from  the  treble  twisting  in  this  case  that  waiting  was 
dangerous,  the  third  attack  of  peritonitis  being  much  the  most 
severe,  and  the  third  twist  of  the  pedicle  almost  cutting  off 
the  blood  supply;  there  was  grave  danger  of  the  complete 
death  of  the  tumour.  If  the  peritonitis  endangers  the  life  of 
the  patient,  operation  should  be  proceeded  with  at  once. 
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Placenta  Siiccenturiata  Vaginal  Hysterectojny. 
By  Dr.  Henry  T.  Byford. 

I  have  here  a  placenta  succenturiata  which,  however,  is 
chiefly  interesting  from  the  liistory  of  the  case.  About  three 
years  ago  I  confined  a  primipara,  who  had  a  child  at  full  term 
after  being  married  three  or  four  months.  She  was  in  very 
bad  mental  condition,  and  came  to  the  hospital  to  conceal  the 
birth.  The  uterine  contractions  were  so  inefficient  that  I 
finally  had  to  put  her  under  chloroform  and  deliver  with 
forceps.  Immediately  after  delivery  of  the  placenta  blood 
poured  out  of  the  vagina  like  water  from  a  kitchen  hydrant. 
I  succeeded  in  checking  it  only  temporarily  and  partially  by 
bimanual  pressure  and  manual  irritation  of  the  interior  of  the 
uterus.  I  then  injected  tincture  of  iodine  one  part  and  water 
three  parts  into  the  uterus  without  any  effect  whatever.  Then 
I  injected  the  pure  tincture  of  iron  and  immediately  checked 
the  haemorrhage.     Her  recovery  was  slow  but  uneventful. 

She  was  again  confined  this  morning  at  2  o'clock.  The 
membranes  ruptured  several  days  ago,  above  the  cervix  some- 
where, the  fluid  gradually  escaped,  and  labour  came  on  last 
night  between  six  and  seven  o'clock.  All  went  well,  and  the 
child  was  delivered  without  injury  to  the  perineum  or  cervix 
at  2  a.m.,  but  the  placenta  did  not  come.  I  used  Crede's 
.  method  of  expulsion,  and  then  some  traction,  but  without  the 
least  effect.  Finally  I  put  my  hand  in  the  uterus  and 
attempted  to  deliver.  I  found  all  of  the  placenta  except  the 
lower  margin,  and  the  whole  of  the  membranes  from  the  top 
to  the  bottom,  completely  adherent.  You  will  notice  that  the 
membranes  are  abnormally  thick  and  vascular.  I  went  over 
every  part  of  the  endometrium  with  my  fingers,  and  over  some 
portions  three  times  before  all  shreds  were  removed  and  the 
uterus  contracted.  The  patient  has  done  well  ever  since. 
The  extent  of  adhesions  was  in  my  opinion,  determined  by 
the  iron  injection  three  years  ago. 

Another  interesting  fact  in  connection  with  the  case  was 
the  breaking  of  the  membranes  before  labour  came  on.    This 
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was,  I  think,  due  to  the  adhesions  of  the  membrane  caused  by 
the  endometritis,  and  bears  out  what  I  have  formerly  asserted, 
that  patients  who  have  uterine  disease  will,  in  a  large  number 
of  cases,  have  the  membranes  rupture  at  the  beginning  of 
labour.  In  other  words,  where  the  membranes  are  patho- 
logically adherent  they  are  unusually  distended  in  an  irregular 
manner  and  rupture  early ;  where  not  those  adherent  they 
gradually  separate  from  below  upward,  and  accommodate 
themselves  to  the  parts  and  rupture  at  the  vulva. 

This  other  specimen  I  wish  to  place  on  record  as  being 
another  fibroid  uterus  removed  through  the  vagina.  It  is  my 
third  vaginal  hysterectomy  for  fibroids.  There  are  several 
small  fibroids  in  the  uterus,  but  that  in  the  cervix  was  the  one 
which  was  the  cause  of  the  greatest  anxiety.  It  seemed  to 
be  assuming  the  characteristics  of  malignancy.  It  was  very 
dark  and  angry-looking  from  its  excessive  vascularity,  bled 
easily,  and  was  bathed  in  suspicious  secretions.  Haemorrhages 
and  irritating  discharges  were  the  chief  symptoms. 

Dr.  W.  W.  JAGGARD :  I  think  the  use  of  the  tincture  of 
chloride  of  iron  was  a  sufficient  cause  for  the  endometritis,  the 
universal  evidence  of  which  is  present ;  but  that  it  was  the  cause, 
and  the  only  cause,  I  do  not  think  is  proven.  It  is  a  difficult 
thing  to  prove  that  an  injection  of  tincture  of  iron  several 
years  ago  was  the  cause  of  endometritis  at  a  subsequent  preg- 
nancy. The  endometritis  might  have  occurred  from  gonor- 
rhoea or  half  a  dozen  other  things.  I  think  the  gentleman 
should  give  the  history  of  that  case  minutely  and  let  it  go  on 
record. 

As  regards  the  normal  separation  of  the  membranes,  it  is 
pretty  well  established  now  that  normally  the  membranes  are 
not  separated  above  the  internal  os,  therefore  their  functions 
as  dilator  of  the  vagina  and  vulvar  orifice  is  accidental  and 
not  of  sufficiently  frequent  occurrence  to  entitle  them  to  much 
consideration,  though  when  they  are  present  they  have  some 
action. 

In  regard  to  the  second  specimen,  I  would  like  to  ask  if 
there  was  a  microscopic  examination  of  the  neck  of  the  uterus 
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before  the  operation.  A  tumor  of  that  size  is  not,  perse,  an 
indication  for  operation  in  my  judgment 

Dr.  J.  H.  Etheridge  :  The  one  thing  that  occurs  to  me 
as  a  Httle  difficult  to  accept  is  the  assertion  that  the  adminis- 
tration of  the  tincture  of  iron  is  the  cause  of  the  adhesion  of 
the  placenta  three  years  afterwards,  because  the  constant 
nutritive  changes  that  have  taken  place  in  the  whole  of  the 
uterus  are  so  great  that  it  seems  to  me  the  irritation  produced 
by  an  injection  of  tincture  of  iron  so  far  removed  would  be  en- 
tirely obliterated.  If  the  present  adhesion  of  the  placenta  were 
caused  by  endometritis,  it  seems  to  me  it  might  be  the  same 
endometritis  that  existed  at  the  time  the  hemorrhage  occurred 
which  called  for  the  use  of  tincture  of  iron.  I  think  there  is 
plenty  of  reason  for  adhesion  in  this  instance  without  the 
exceedingly  problematical  theory  of  irritation  produced  by 
the  tincture  of  iron.  Indeed,  I  should  consider  that  a  very 
effective  barrier  against  the  possibility  of  pregnancy,  which 
barrier  evidently  did  not  exist. 

I  would  like  to  ask  if  it  is  the  experience  of  the  gentlemen 
present  that  it  is  always  absolutely  true  that  sarcomatous  or 
cancerous  cells  can  be  obtained  in  every  specimen  of  malig- 
nant disease  of  the  uterus  ?  The  reason  I  ask  is  because  I 
know  of  a  case  where,  according  to  all  possible  signs  short  of 
the  microscope,  a  woman  died  of  cancer  of  the  uterus,  but  the 
examination  of  a  specimen  submitted  to  microscopists  resulted 
in  their  stating  that  they  could  not  find  any  evidence  of 
cancer. 

Dr.  Byford  :  I  will  state,  with  reference  to  the  nature  of 
the  second  specimen,  that  in  one  case  I  removedpost-7;wrte7/i  a. 
fibroid  sarcoma  of  the  uterus  with  development  of  sarcoma 
into  the  mesenteric  glands  and  different  parts  of  the  body,  in 
which  the  microscopist  was  unable  to  determine  whether  it 
was  fibroma  or  sarcoma  until  I  told  him  there  were  deposits 
in  the  neighbouring  glands. 

My  idea  is,  in  reference  to  this  disease  of  the  cervix  that 
when  a  woman  has  reached  the  menopause — she  was  forty- 
three  years  old — in   connection  with   symptoms   indicating 
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malignancy,  we  are  sometimes  justified  in  removing  the  uterus 
even  without  microscopic  confirmation ;  for  the  microscope 
does  not  always  find  the  malignant  element,  and  when  it  does 
it  is  often  too  late.  We  have  numerous  records  of  changes  in 
the  cervix  from  one  form  of  malignancy  to  another,  and  also 
of  the  co-existence  of  small  uterine  fibroids  with  malignant 
disease  of  the  cervix  or  corpus  uteri.  If  vaginal  hysterectomy 
is  ever  to  have  a  future,  it  must  be  employed  before  too  much 
time  is  lost  in  waiting  for  evidences  of  malignancy  and  results 
of  tampering  treatment.  Men  still  tremble  in  their  boots  at 
the  thought  of  the  operation,  while  its  mortality  has  been 
already  reduced  to  that  of  ovariotomy,  and  almost  to  that 
of  high  amputation  of  the  cervix  for  carcinoma.  This  unen- 
lightened conservatism  is  the  blight  of  vaginal  hysterectomy. 

I  must  decidedly  disagree  with  the  speaker  that  the  mem- 
branes remain  attached  throughout  until  the  end  of  the  first 
stage  of  labour.  It  is  impossible  for  them  to  do  so  during 
the  changes  in  the  shape  and  size  of  the  different  parts  of  the 
uterus  in  labour.  This  I  have  already  discussed  in  the 
Annates  de  Gynecologic  (Paris),  1886. 

In  regard  to  the  effect  of  the  tincture  of  iron  in  producing 
these  adhesions,  the  history  of  the  case  favours  my  view.  I 
had  the  patient  under  observation  from  the  time  of  her  first 
pregnancy.  I  prevented  her  having  a  miscarriage,  and  have 
had  abundant  opportunity  to  watch  her  ever  since.  I  am 
certain  there  has  been  no  new  attack  of  endometritis  since  the 
first  labour.  She  probably  had  some  endometritis  at  the  time 
of  the  first  labour,  and  the  iron  increased  it.  Although  no 
serious  symptoms  followed  the  iron  injection,  a  slight  elevation 
of  temperature  remained  for  some  time,  and  it  was  nearly  a 
year  before  she  recovered  good  health  and  ceased  to  complain 
of  a  weak  back. 

Hysterectomy  Clamp  Forceps  for  Vaginal  Fixation  of  Stump, 

Dr.  Henry  T.  Byford  :  I  brought  these  forceps  to-night 
because  I  happened  to  refer  in  my  report  to  a  case  of  vaginal 
fixation  of  the  stump  in  abdominal  hysterectomy.     The  for- 
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ceps  is  introduced  through  the  vulva,  catches  up  the  stump, 
holds  it  firmly,  and  can  be  made  to  clamp  it  in  case  haemor- 
rhage occurs.  In  my  first  case  I  left  on  the  elastic  ligature 
and  got  myself  in  rather  a  bad  fix  with  it.  In  a  few  days 
the  temperature  went  up  to  102°  F.  and  the  odour  became 
very  bad.  I  put  the  patient  on  the  side,  introduced  a  Sims' 
speculum,  cut  off  the  ligature,  and  then  easily  cut  off  the 
stump  down  to  the  constriction.  The  patient  got  along  very 
nicely  afterwards.  In  the  last  case  I  stitched  the  stump  very 
much  after  the  method  of  Schroeder  or  Martin.  I  separated 
the  parts  in  front  of  the  cervix,  turned  it  into  the  vagina  and 
transfixed  it  there  with  a  pedicle  pin  and  thus  avoided  necro- 
sis. The  cervix  when  released  turned  up  again  into  the 
cellular  tissue  behind  the  bladder,  and  is  now  in  a  normal 
position,  although  entirely  extra-peritoneal.  The  patient  has 
gone  home  and  feels  well.  This  forceps  I  have  devised  so 
that  I  can  sew  up  the  stump  with  catgut,  then  put  the  forceps 
on  through  the  vagina,  and  use  it  to  hold  the  stump  in  place 
and  so  check  haemorrhage  by  tightening  it  if  necessary. 

Dr.  Etheridge  :  I  never  heard  of  twenty-four  or  thirty- 
six  hours  until  lately.  I  never  left  on  large  forceps  less  than 
forty-eight  hours.  I  take  off  the  small  forceps  in  twenty- 
four  hours,  but  the  large  ones,  covering  the  ovarian  and 
uterine  arteries,  I  leave  on  forty-eight  hours.  I  have  left  a 
great  many  small  forceps  in  the  vagina  thirteen  to  fifteen  hours 
after  an  operation,  with  two  large  ones,  one  on  each  broad 
ligament.  Women  differ  as  to  their  bleeding ;  some  will 
bleed  profusely  and  some  comparatively  little.  I  suppose  it 
is  a  difference  in  the  distribution  of  the  arteries  and  the 
development  of  the  arterial  calibres,  because  in  some  in- 
stances it  seems  as  if  every  particle  of  tissue  will  bleed  in 
spite  of  everything,  and  then  in  other  women  I  have  left  on 
only  two  forceps  and  have  had  no  haemorrhage. 

Dr.  Martin  :  I  would  like  to  ask  if  in  the  use  of  large 
forceps  there  is  any  way  of  knowing  that  necrosis  of  the 
tissue  included  in  these  forceps  takes  place  ?  Is  it  not  possible 
to  clamp  them  tight  enough  to  stop  haemorrhage,  and  at  the 
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same  time  loose  enough  so  that  a  certain  amount  of  circula- 
tion may  occur  and  the  life  of  the  stump  remain  ? 

Dr.  Etheridge  :  I  have  seen  several  cases  where  the 
holes  left  in  the  two  cornua  of  the  vagina  by  the  large  for- 
ceps have  continued  to  discharge  for  weeks  necrotic  material 
which  smelled  very  offensively,  but  which  after  a  time  seemed 
to  gradually  fill  up  from  the  bottom,  and  there  was  complete 
restoration  of  all  the  parts.  I  suppose  the  part  of  the  broad 
ligament  left  in  the  bite  of  the  forceps  was  entirely  killed,  so, 
that  it  sloughed  and  came  away  as  so  much  dead  material. 
I  have  been  in  the  habit  of  directing  a  small  stream  of  anti- 
septic fluid  right  up  into  the  openings  and  pulling  away  the 
black  material  with  the  dressing  forceps,  getting  away  all  I 
could  by  gentle  traction,  and  after  a  while  the  discharge  would 
cease. 

Dr.  Byford  :  I  have  seen  cases  in  which,  after  putting  on 
the  forceps,  all  haemorrhage  would  be  stopped,  but  you  would 
find  the  part  below  so  much  thicker  than  that  above  that  the 
upper  part  would  not  become  tightly  compressed. 

Dr.  Etheridge  :  Is  not  that  where  you  turn  the  uterus 
over  and  double  the  broad  ligament,  so  that  when  you  get  the 
bite  of  the  forceps  on  the  bend  of  the  broad  ligament,  it  is 
thicker  than  the  part  above  ? 

Dr.  Byford  :  I  refer  to  cases  ligated  without  version  of 
the  uterus,  I  think  it  is  difficult  to  say  whether  you  have 
efficiently  constricted  all  the  parts  in  the  forceps  or  not. 

Dr.  Martin  :  That  is  the  point  I  make  :  in  cases  where 
the  upper  portion  of  the  broad  ligament  is  not  constricted  as 
much  as  the  lower  portion  and  still  haemorrhage  is  shut  off, 
if  suppuration  might  not  occur  ? 

Dr.  Byford  :  I  think  in  that  case  the  peritoneal  exudate 
might  nourish  the  upper  edge  so  that  it  would  not  slough  off. 
It  certainly  does  when  ligatures  arc  used. 

Dr.  Etheridge  :  I  suppose  the  whole  of  the  peritoneal 
cavity  is  shut  off  at  once  when  you  put  the  forceps  on.  I  do 
not  think  there  is  any  infection  of  the  peritoneal  cavity  likely 
to  occur  from  the  material  left  in  the  bite  of  the  forceps, 
because  the  peritoneal  cavity  is  effectively  shut  off. 
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Another  Twelve  Months  of  Peritoneal  Surgery ;  Fifty- 
Seven  Cases, 

Dr.  Henry  T.  Byford  read  a  short  paper  on  this  subject, 
of  which  the  following  is  a  brief  analysis : — 

All  abdominal  sections  in  which  there  were  no  adhesions 
(sixteen)  recovered.  All  vaginal  sections  (sixteen),  with  and 
without  adhesions,  got  well,  excepting  one  death  from 
delirium  tremens.  Of  the  twenty-one  vaginal  sections  of  the 
previous  year,  all  recovered,  making  with  those  of  the  present 
year  thirty-seven  cases  with  one  death,  or  a  mortality  of 
2,7  per  cent.  Hence  it  is  inferred  that  abdominal  sections 
for  pelvic  disease  in  which  there  are  no  adhesions  ought,  as  a 
rule,  to  recover,  and  that  vaginal  section  is  safer  than  abdomi- 
nal section.  When  extensive  adhesions,  development  in  the 
subperitoneal  tissue,  or  pus  accumulations  occur,  we  have 
desperate  cases  to  deal  with  and  get  a  high  death-rate  after 
our  operations.  Of  the  eight  deaths  of  this  series,  five  be- 
longed to  this  class,  viz.,  one  malignant  and  four  developed  in 
the  broad  ligament. 

One  of  the  most  important  factors  in  the  development  of 
peritoneal  section  must  be  the  elimination  of  the  accidental. 
But  for  a  sponge  left  in  the  abdominal  cavity  in  one  case,  the 
infection  by  an  assistant  in  another,  and  an  accidental  and 
unnoticed  rupture  of  the  stump  sac  in  another  case,  the 
general  mortality  would  be  Z."]"]  per  cent,  instead  of  14  per 
cent. 

The  determination  of  the  utility  of  these  operations  de- 
pends largely  upon  the  remote  results.  In  a  few  of  the  cases 
of  oophorectomy  for  diseased  appendages  the  cure  has  been 
immediate  and  complete,  but  in  the  majority  the  improvement 
has  been  gradual.  It  has  been  an  agreeable  surprise  to  note 
the  excellent  results  in  hystcro-epilepsy  and  mental  failure. 
Twelve  cases  are  reported  with  immediate  or  rapid  recovery 
in  five  cases,  gradual  improvement  in  six  cases,  no  improve- 
ment in  one  case. 

The  author  advises  against  waiting  until  too  late  in  the 
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attempt  to  exhaust  all  other  remedial  resources  before  resort- 
ing to  the  knife,  as  is  so  often  done. 

Four  among  the  eight  cases  of  retroversion  in  the  vaginal 
sections  were  cured  by  tamponing  the  uterus  in  position  for 
forty-eight  hours  after  the  operation. 

Opiates  were  seldom  given.  They  are  contra-indicated 
during  the  second,  third,  and  fourth  twelve  hours  post  op. 
Salines  given  during  the  second  and  third  twelve  hours  act 
favourably  by  filling  the  intestinal  loops  with  fluid  and  excit- 
ing normal  peristalsis,  thus  tearing  up  their  adhesions  and 
forcing  the  fluid  through  them. 

An  almost  fatal  case  of  haemorrhage  is  reported  upon  the 
removal  of  the  broad  ligament  forceps  thirty-six  hours  after 
a  vaginal  hysterectomy.  Ligatures  are  considered  safer  when 
the  uterus  can  be  pulled  well  down. 

Three  successful  sections  were  made  upon  one  patient — 
a  vaginal  oophorectomy,  a  laparo-hysterorrhaphy,  and  an  in- 
guinal oophorectomy. 

In  the  few  abdominal  hysterectomies  the  stump  was 
treated  extra-peritoneally,  and  each  time  with  success.  In 
two  cases  a  new  method  was  adopted,  viz.,  separation  of  the 
bladder  and  anterior  vaginal  wall  from  the  cervix,  and  fixa- 
tion of  the  stump  extra-peritoneally  in  the  vaginal  canal. 

Dr.  Jaggard  :  I  would  like  to  make  a  few  remarks  on 
Dr.  Byford's  paper.  In  the  first  place,  I  wish  to  congratulate 
him  on  his  brilliant  performance  and  great  success,  which  re- 
flects credit  on  the  Society ;  but  at  the  same  time  there  are 
some  things  in  the  paper  that  I  think  deserve  attention.  I 
wish  to  disclaim  in  the  beginning,  however,  any  intention  of 
making  a  personal  remark.  This  Society  is  the  only  tribunal 
before  which  the  paper  will  come  for  discussion,  and  I  do  not 
think  it  ought  to  go  on  record  without  something  being  said 
on  the  subject. 

We  judge  of  Hercules  by  his  foot ;  Cuvier  constructed 
a  megatherium  from  a  tooth;  Joseph  Leidy  constructed  a 
fish  from  a  scale.  We  are  apt  to  form  an  opinion  of  an 
operator  by  individual   specimens  and  examples.     Take,  for 
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instance,  the  fibroid  uterus  that  was  presented  to-night  as 
an  indication  for  hysterectomy.  It  is  hardly  fair  to  con- 
struct an  operator  from  a  single  specimen,  although  you 
know  a  legal  axiom  is  that  a  witness  false  in  one  particular 
is  false  in  all.  This  is  simply  a  uterus  with  a  number  of 
foci  where  fibroid  degeneration  has  occurred.  A  woman 
near  the  change  of  life,  in  a  few  years  at  most  naturally  the 
menopause  would  have  occurred,  and  then,  in  all  human 
probability,  the  change  would  have  taken  place  that  experience 
and  pathology  teach  us  takes  place  in  these  growths — they 
undergo  the  senile  atrophy  that  the  uterus  itself  undergoes, 
and  not  once  in  a  hundred  cases  do  they  undergo  any  cystic 
sarcomatous  change.  In  that  case,  in  my  judgment,  there 
was  absolutely  no  indication  whatever  for  removal  of  the  organ. 
It  was  a  most  heroic  operation,  if  the  term  reckless  is  a  little 
harsh.  I  think  where  so  capital  an  operation  is  done  the  speci- 
men in  everj'  case  ought  to  be  exhibited.  This  recklessness 
in  abdominal  surgery  seems  to  be  the  result  of  the  development 
of  the  faculty  in  man  that  some  one  has  recently  termed  the 
abdominal  instinct,  and  which  seems  to  have  appeared  in 
this  country  in  the  last  five  or  six  years.  It  is  an  instinct  that 
demands  curbing ;  it  is  an  instinct  that  occasionally  requires 
a  pretty  stern  rebuke.  This  rebuke  has  not  yet  come,  but  it 
will  come  some  day. 

In  regard  to  the  twelve  cases  of  normal  oophorectomy  for 
general  nervous  conditions,  only  a  year  has  elapsed  since  the 
operations  were  performed,  and  it  is  entirely  premature  to 
draw  any  conclusions  whatever  as  to  the  result  of  the  opera- 
tion on  such  general  nervous  conditions.  Battey  himself 
places  the  limit  of  time  before  drawing  a  conclusion  at  about 
three  years.  He  says  the  effect  of  the  operation  will  last  that 
long.  I  will  not  speak  of  this  point  further,  because  it  will 
come  up  next  April  when  we  have  the  discussion  on  Tait's 
operation.  In  the  performance  of  normal  oophorectomy  I 
think  it  is  obligatory  on  every  abdominal  surgeon,  before  he 
does  the  operation,  to  have  a  consultation.  No  physician 
would  think  of  provoking  an  abortion  without  a  consultation 
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at  which  two  other  competent  men  were  present,  and  I  think 
the  same  procedure  ought  to  be  followed  in  the  performance 
of  such  a  heroic  operation  as  normal  oophorectomy. 

Dr.  Newman  :  I  would  like  to  ask  Dr.  Byford  in  regard 
to  the  case  that  had  the  morphia  habit :  To  what  extent  does 
he  consider  the  morphia  habit  as  contra-indicating  such  an 
operation  ? 

Dr.  Byford  :  I  do  not  as  a  rule  consider  the  morphia 
habit  alone  as  a  contra-indication ;  but  alcoholism  I  do.  I 
am  sorry  that  Dr.  Jaggard  regards  normal  oophorectomy 
as  such  a  heroic  operation.  I  hardly  think  it  corresponds 
with  the  usual  progressive  spirit  of  his  remarks  upon  other 
subjects.  I  have  never  removed  the  ovaries  for  a  general  con- 
dition without  finding  them  diseased.  I  operate  for  definite 
indications,  and  to  relieve  the  patient  from  results  that  would 
destroy  her  powers  to  such  an  extent  that  she  would  be  a  life- 
long misery  to  herself  and  a  useless  member  of  society. 

Dr.  Martin  :  In  opening  the  abdominal  cavity  in  case  of 
indication  for  normal  oophorectomy,  if  you  should  find  the 
ovaries  perfectly  normal,  as  well  as  the  tubes,  would  you 
remove  them  ? 

Dr.  Byford  :  I  might,  and  for  this  reason :  I  should  not 
thus  open  the  abdominal  cavity  unless  I  had  either  diagnosed 
ovarian  disease,  or  there  were  symptoms  showing  that  men- 
struation and  ovulation  were  aggravating  or  causing  trouble 
elsewhere,  and  that  they  must  be  stopped  in  order  to  enable 
me  to  cure  the  patient.  We  do  not  operate  to  cure  the  disease 
of  an  organ  ;  we  operate  to  relieve  the  system  of  the  baneful 
effects  produced  upon  it  by  that  organ.  The  question  is  not 
whether  the  organ  is  palpably  diseased  or  not,  but  would  its 
removal  do  away  with  an  obstacle  to  the  patient's  recovery. 
We  would  remove  normal  ovaries  for  dangerous,  recurrent, 
otherwise  incurable  uterine  haemorrhage  for  fibroids,  uterine 
hyperaemia,  epileptic  attacks  with  the  menstrual  function,  as 
an  exciting  cause,  and  the  like.  Fortunately  the  operation  is 
quite  safe  when  the  ovaries  are  removed  for  general  conditions 
only,  for  there  are  then  seldom  any  adhesions — they  ought  all 
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to  recover,  as  I  already  have  said  in  my  report.  More  danger 
lies  in  the  condition  for  which  we  operate. 

Dr.  Jaggard  :  If  the  gentleman  will  permit  an  interrup- 
tion, I  do  not  mean  the  mere  mechanical  details  of  the 
operation  ;  I  mean  unsexing  the  woman,  the  mutilation  of 
her  body,  the  making  of  a  different  individual  of  her. 

Dr.  Byford  :  The  ovaries  are  for  the  purpose  of  repro- 
duction, and  after  the  sexual  system  of  a  woman  is  modified 
by  the  change  of  life  or  removal  of  the  ovaries,  she  is  in  as 
good  or  better  condition  than  before  to  live  out  her  days.  I 
have  not  yet  learned  that  a  woman  is  unsexed  by  the  change 
of  life,  whether  natural  or  artificial.  The  cry  that  we  are 
depriving  woman  of  her  God-given  organs  is  nonsensical. 
Nature  herself  removes  them  practically  when  they  are  of  no 
more  use.  When  I  learn  how  many  women  drag  out  a  miser- 
able existence  and  die  for  want  of  an  operation  or  because  of 
delayed  operation,  I  am  compelled  to  believe  that  conser- 
vatism, with  all  its  fine  words,  causes  more  misery  and  death 
than  all  of  the  reckless  abdominal  surgery. 

With  regard  to  the  indication  for  removing  the  fibroid 
uterus,  I  stated  my  reason,  and  I  have  nothing  further  to  say 
about  that  except  that  I  do  not  see  the  great  amount  of  heroic 
or  reckless  surgery  involved  in  it  that  Dr.  Jaggard  does.  In 
my  opinion,  to  wait  until  the  worst  trouble  has  occurred  is 
bad  surgery. 

NORTH   OF    ENGLAND    OBSTETRICAL    AND  GYNECOLOGICAL 

SOCIETY. 

The  first  Meeting  of  this  Society  was  held  at  Leeds. 
John  Wallace,  M.D.,  President. 

Uterus  surrounded  by  Abscesses  removed  by  Hysterectomy. 

Mr.  Mayo  Robson,  Leeds,  first  showed  the  above  speci- 
men. It  was  a  case  of  fibroid  tumour  of  the  uterus  with 
double  pyosalpinx,  accompanied  by  one  or  more  abscesses  in 
the  broad  ligament,  communicating  with  an  abscess  cavity  in 
the  centre  of  the  myoma.     The  case  shows  that  even  in  the 
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presence  of  extensive  pelvic  suppuration,  abdominal  hyste- 
rectomy may  be  successfully  performed.  The  woman  had 
been  married  eight  months,  and  as  far  as  she  knew  was  quite 
well  up  to  three  weeks  before  admission  into  hospital,  when 
severe  pain  compelled  her  to  give  up  her  work  and  seek 
advice,  when  an  abdominal  tumour  was  discovered.  The 
tumour  enlarged  so  rapidly,  accompanied  by  severe  pain  and 
ill  health,  it  was  decided  to  operate  at  once.  On  admission  to 
infirmary,  a  solid  tumour  was  found  occupying  the  lower  part 
of  the  abdomen,  reaching  level  of  the  umbilicus ;  manifestly 
uterine,  and  probably  myoma.  Behind  the  uterus,  filling  up 
Douglas'  pouch,  was  another  enlargement,  apparently  less 
solid,  seemingly  attached  to  the  back  of  the  solid  tumour,  the 
Uterus  itself  being  pushed  above  the  pubes,  almost  out  of 
reach  of  the  finger  in  the  vagina.  The  temperature  before 
operation  varied  from  100°  to  103° ;  pulse  persistently  over 
110°,  and  she  had  a  marked  systolic  bruit.  Operation  per- 
formed March  24th.  On  opening  the  abdomen,  the  edges  of 
the  wound  gaped  widely,  and  a  myomatous  tumour  came 
into  view,  which  could  not  be  brought  forward  till  the  incision 
had  been  prolonged  two  inches  above  umbilicus.  Was  found 
surrounded  by  adhesions  at  the  side  and  posteriorly.  A 
fluctuating  swelling  immediately  behind  the  uterus  was  as- 
pirated, about  a  pint  and  a  half  of  offensive  pus  being 
removed.  The  adhesions  on  the  right  side  were  separated 
without  much  difficulty,  but  on  the  left  the  sigmoid  flexure 
of  the  colon  was  so  adherent  that  it  had  to  be  dissected  off 
for  several  inches,  and  between  it  and  the  uterus  another 
abscess  was  found  and  evacuated.  The  fallopian  tubes  filled 
with  pus  were  peeled  off  the  intestines  and  other  parts  to 
which  they  adhered.  An  elastic  tourniquet  was  placed 
around  the  base  of  the  tumour  until  the  mass  was  sufficiently 
isolated  from  the  application  of  a  Kceberl^'s  serre-nmid.  The 
pelvis  was  then  washed  thoroughly  out  with  plain  boiled 
water  in  order  to  check  the  oozing,  which  was  rather  free. 
The  parietal  peritoneum  was  applied  closely  over  vesceral 
peritoneum,  below  the  wire  of  the  serre-nceud^  and  fixed  by 
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two  silk  sutures,  a  drainage  tube  was  inserted  posteriorly,  and 
the  wound  closed  in  the  usual  way.  The  pedicle  was  trimmed 
and  painted  with  tincture  of  benzoin,  in  which  the  methylated 
spirit  had  been  replaced  by  the  ethereal  solution  of  iodoform. 
Very  little  sickness  followed.  Drainage  tube  was  removed 
third  day ;  the  serre-nmid  in  the  second  week.  Patient  has 
made  a  good  recovery. 


I.  Frost-bite  of  External  Genitals  in  a  Parturient  Woman. 
By  Dr.  Alexei  P.  Teplashin  (Glasov,  North-eastern 
Russia). 

The  author  narrated  the  following  interesting  case.  A 
young  unmarried  peasant  woman,  ait.  eighteen  years,  primi- 
para,  living  at  a  village  three  quarters  of  a  mile  from  the 
Glasov  Zemsky  Hospital,  had  left  her  home  for  the  latter 
shortly  after  the  rupture  of  the  foetal  membranes  which  had 
happened  about  10  p.m.,  on  January  5th,  a  bitterly  cold  day 
(the  temperature  being  below — 30°  Reaumur— — 35.50°  F.). 
She  had  gone  afoot  all  the  distance,  but  used  to  "  rest " 
— that  is,  to  sit  down  deep  in  snow — on  every  labour  pain, 
notwithstanding  her  being  clad  but  very  poorly  and  having 
no  drawers  (according  to  the  custom  of  Russian  women 
belonging  to  the  working  classes).  About  four  hours  after 
her  admission  she  was  safely  delivered  of  a  live  and  strong 
boy.  On  the  next  morning  she  began  to  complain  of  pain 
about  her  perineum  and  buttocks.  On  examination,  the 
whole  perineum  and  the  lower  parts  of  the  buttocks  and 
major  labia  were  found  to  be  severely  frost  bitten  and  covered 
with  numerous  bladders.  About  evening,  the  temperature  rose 
up  to  39°  C,  to  oscillate  at  a  high  level  for  the  following  three 
weeks,  during  which  period  the  patient  was  also  suffering  from 
severe  diarrhoea.  In  course  of  time,  the  integument  of  the 
injured  region  sloughed  away,  the  separation  of  dead  tissues 
as  well  as  cicatrization  and  healing  proceeding  but  slowly. 
On  the  thirty-fourth  day,  the  woman  was  discharged  with 
restored  perineal  and  gluteal  integuments,  but  with  the  lower 
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parts  of  the   labia  replaced  by   contracted   scars. — Riisskaia 
Meditzina^  No.  34,  1889,  p.  523. 

/ 

BRITISH   MEDICAL  JOURNAL. 

Surgical  Aspect  of  Impacted  Labour. 

By  Lawson  Tait,  M.D. 

No  condition  more  trying  can  be  placed  upon  the  medical 
practitioner  than  the  conduct  of  a  case  of  serious  impacted 
labour  in  an  outlying  district,  far  from  the  skilful  aid  of  a 
skilled  obstetrician ;  indeed  it  may  be  far  enough  from  the 
help  or  advice  of  his  nearest  medical  neighbour.  I  have  seen 
terrible  instances  of  the  results  of  prolonged  efforts  to  over- 
come the  impaction  by  the  routine  systems  laid  down  in  the 
books — first,  the  application  of  the  forceps,  then  an  attempt 
made  to  turn,  then  a  prolonged,  deadly,  horrible  operation 
for  the  evisceration  of  the  child.  I  have  seen  cases  in  which 
the  posterior  wall  of  the  bladder  and  the  anterior  wall  of  the 
rectum  have  been  torn  and  destroyed  by  pressure,  and  the 
patient  escaping,  as  the  saying  is,  by  the  skin  of  the  teeth, 
after  an  operation  in  which  one  life  has  been  lost,  another 
nearly  sacrificed,  and  the  reputation  of  a  third  human  being 
probably  greatly  injured. 

In  discussing  the  rules  for  our  practice  at  this  point  we 
bring  in  discussion  the  treatment  of  impaction  at  some  point 
or  other  within  the  pelvis  where  the  diameter  is  below  three 
inches,  perhaps  below  two  and  a  half.  In  such  a  case,  ac- 
cording to  Simpson,  the  induction  of  premature  labour  would 
be  indicated,  but  this  would  certainly  not  apply  to  the  case  of 
a  primipara,  for  I  assume  that  in  the  great  majority  of  such, 
the  practitioners  are  called  in  to  women  already  well  advanced 
in  labour,  or  in  whom  at  least  labour  has  begun  before  they 
know  anything  at  all  of  the  complication  which  they  are  to 
overcome,  where  they  find,  in  fact,  the  impaction  already 
taken  place  in  face  of  greatly  reduced  pelvic  diameter. 

It  is  clear,  that  where  a  previous  knowledge  of  the  con- 
dition has  existed,  the  choice  of  induction  of  premature  labour 
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is  one  which  ought  to  be  fairly  discussed,  and  probably,  in  the 
majority  of  instances  accepted  ;  but  in  those  instances,  where 
this  is  not  the  case,  the  good  regulation  practice,  according  to 
the  books  and  the  teaching  of  the  schools,  leaves  nothing 
but  the  adoption  of  an  eviscerating  operation  for  the  destruc- 
tion of  the  child  ;  and  it  is  possible  also  that  doubt  may  be 
expressed  even  in  cases  where  the  notice  has  been  given,  and 
where  the  induction  of  premature  labour  may  be  adopted,  for 
authorities  differ  upon  the  value  to  be  placed  upon  this  pro- 
ceeding, even  to  the  extent  of  a  rendering  of  its  mortality 
from  5  to  50  per  cent.  If  the  mortality  be  found  not  to 
exceed  5  per  cent.,  I  think  there  is  nothing  to  be  said  against 
it,  but  if  it  approximate  anything  toward  50,  or  even  30,  then 
I  say  most  emphatically,  the  proceeding  is  to  be  condemned. 

The  routine  treatment  advised  by  authorities  is  that  of 
evisceration.  I  propose  to  offer  the  alternative,  a  modification 
of  our  old  friend  the  Caesarean  section ;  but  it  must  be  borne 
in  mind  that  there  is  great  difficulty  and  no  small  danger  by 
reason  of  the  constant  want  of  precision  in  modern  nomen- 
clature concerning  operations.  The  operation  as  at  present 
known  by  that  term  consists  in  principle  of  the  preparation  of 
an  artificial  channel  between  the  uterus  of  the  living  or  dead 
mother  and  the  outer  world. 

The  reasons  for  want  of  success  attending  the  performance 
of  Caesarean  section  are  not  far  to  find.  In  the  first  place,  the 
operation  has  to  be  performed  in  the  great  bulk  of  instances 
by  men  who  have  had  no  kind  of  special  training,  not  only  in 
abdominal  surgery,  but  in  surgery  generally.  Most  of  the 
operations  fall  to  the  lot  of  men  in  outlying  districts,  and  this 
was  undoubtedly  a  factor  of  great  importance  in  the  considera- 
tion of  the  mortality.  The  cases  were  not  operated  upon  in 
their  earlier  stages,  but  only,  as  a  rule,  after  a  tremendous 
amount  of  ineffectual  effort  had  been  exercised  to  effect 
delivery  in  other  ways.  In  other  words,  the  operation  was 
only  practised  as  a  dernier  ressort.  The  maternal  parts  were 
extensively  lacerated  or  contused,  and  the  mother  was  in  the 
worst  possible  condition  for  such  a  serious  undertaking.    No 
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wonder  the  mortality  was  high.  Then  a  third  and  important 
factor  in  the  mortality  was  the  retention  of  the  uterus,  oc- 
cupied by  a  large  wound,  through  which  probably  the  haemor- 
rhage was  in  a  large  number  of  cases  fatal,  and  even  when  this 
objection  was  obviated  an  organ  was  left  suffering  from  serious 
traumatism,  the  inflammation  following  which  is  one  of  the 
deadliest  perils  a  woman  has  to  undergo.  You  all  know  very 
well  that  there  is  no  region  in  which  the  inflammatory  process 
is  so  uncontrollable  as  in  the  parturient  uterus.  So  strongly 
have  I  been  impressed  with  this  that  I  am  prepared  to  under- 
take, in  the  treatment  of  the  so-called  puerperal  fever,  removal 
of  the  suppurating  uterus  as  probably  the  only  treatment  which 
we  shall  apply  of  a  really  satisfactory  kind. 

When  we  open  the  bodies  of  women  who  have  died  after 
confinement  from  inflammation  of  the  uterus,  we  find  a  sup- 
purating peritonitis,  which  is  only  a  feature  of  the  case.  The 
real  trouble  is  that  the  enormous  venous  sinuses  of  the  uterus 
are  filled  with  decomposing  and  purulent  blood.  This  would 
therefore  of  necessity  constitute  a  large  element  in  the  mor- 
tality of  the  old  Caesarean  section.  Removal  of  the  uterus 
would  obviate  it.  Finally,  the  removal  of  the  uterus  would 
entirely  relieve  the  patient  from  the  risks  of  again  being  placed 
in  a  similarly  dangerous  position.  My  thesis  is  therefore 
contained  in  this  question  :  Whether,  when  you  have  before 
you  a  case  of  impacted  labour  arising  from  causes  which  you 
have  been  unable  to  ascertain  beforehand,  and  in  which 
neither  the  forceps  nor  turning  are  available  for  relief,  it  will 
not  be  better  to  put  all  eviscerating  operations  on  one  side, 
and  proceed  to  remove  the  foetus  through  the  abdominal 
walls  of  the  mother  ? 

I  believe  that  the  operation  which  I  advocate  is  simpler  in 
its  performance  than  the  application  of  the  long  forceps,  and 
that  any  man  who  could  do  the  one  could  certainly  do  the 
other,  as  I  propose  to  lay  it  down  before  you.  Eviscerating 
operations  are  always  of  the  most  protracted  and  terrible 
kind,  absolutely  fatal  to  the  child,  largely  destructive  to  the 
mother,  and  may  possibly  be  fatal  even  to  the  operator  him- 
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self,  who  runs  no  small  risk  of  injuring  himself  in  the  removal 
of  the  sharp  fragments  of  bone.  In  advocating  the  perform- 
ance of  abdominal  section  in  such  cases  it  becomes  perfectly 
evident  that  simplicity  must  be  the  order  of  the  day.  We 
must  have  no  rival  incisions  nor  complicated  kind  of  sutures, 
but  a  simple,  straightforward  method  of  proceeding  which 
may  be  understood  by  any  one  and  practised  by  the  least 
competent  amongst  us.  You  must  bear  in  mind  that  in  the 
abdomen  containing  a  pregnant  uterus  the  conditions  must 
always  be  alike,  and  that  therefore  this  operation  will  always 
differ  from  all  other  instances  of  abdominal  section,  where, 
almost  without  exception,  variety  is  the  order  of  the  day. 

It  is  practically  impossible  for  every  practitioner  to  be 
provided  with  all  the  numerous  instruments  which  are  wanted 
to  make  up  the  paraphernalia  of  the  scientific  obstetrician, 
while  he  would  inevitably  have  at  hand  the  few  simple  in- 
struments required  to  perform  the  operation  for  which  I  am 
now  arguing  that  it  ought  to  be  substituted  for  all  the  des- 
tructive and  mutilating  operations  on  the  foetus  in  impacted 
labour.  What  is  required,  you  may  carry  in  your  pocket 
case:  two  or  three  pairs  of  catch  forceps  for  arresting  bleed- 
ing points,  a  small  sharp  scalpel,  two  or  three  bayonet-pointed 
suture-needles,  some  silk,  a  piece  of  india-rubber  drainage 
tube,  and  two  needles  of  steel  wire,  and  none  better  than  the 
ordinary  stocking  knitting-needle  can  be  found. 

The  first  step  in  the  operation  is  the  abdominal  incision, 
four  inches  in  length,  involving  first  the  skin  and  then  the 
muscles  down  to  the  sheath  of  the  rectus,  all  of  which  ought 
to  be  divided  by  a  sharp  knife  at  one  blow ;  then  the  tendon 
of  the  one  or  other  of  the  recti  is  opened,  the  muscular 
tendons  fall  aside,  the  posterior  layer  of  the  tendons  is  nipped 
up  by  two  pairs  of  forceps  and  divided  between  them.  The 
extra-peritoneal  fat  is  treated  similarly,  then  the  peritoneum 
raised  again  by  two  pairs  of  forceps,  a  slight  notch  being 
made  between  them ;  and  the  moment  this  is  effected  air 
enters,  and  all  behind  falls  away.  No  director  is  required, 
nothing  but  an  observant  pair  of  eyes,  lightly  applied  forceps, 
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and  a  delicately  applied  sharp  cutting  knife.  The  finger  is 
then  introduced  into  the  peritoneal  cavity,  and  the  relations  of 
the  uterus  and  bladder  exactly  ascertained.  The  peritoneum 
is  then  opened  to  the  full  extent  of  the  four-inch  incision,  and 
the  cut  edges  of  the  peritoneum  are  seized  on  each  side  by  a 
pair  of  forceps  and  are  pulled  severally  to  the  respective  sides. 
No  better  retractors  can  be  employed. 

The  piece  of  india-rubber  drainage  tube  about  eighteen 
inches  or  two  feet  long  is  now  held  as  a  loop  between  the  fore 
and  middle  finger  of  the  left  hand,  and  is  by  that  means 
slipped  up  over  the  uterus  and  pulled  down  over  the  cervix, 
passing  the  fingers  behind  the  cervix  to  see  that  coils  of  in- 
testine are  not  included  in  it.  One  hitch  is  then  made  on  the 
tubing  when  it  has  been  got  as  far  down  as  possible,  and  it  is 
pulled  as  tight  as  is  consistent  with  safety.  The  second 
hitch  may  be  made  in  it,  but  what  is  far  better,  an  assistant 
keeps  the  tube  on  the  strain,  so  that  the  one  hitch  will  be 
quite  enough  to  effect  the  most  efficient  clamping. 

A  small  hole  is  then  made  in  the  uterus,  just  large  enough 
to  admit  the  finger ;  if  it  is  possible,  the  position  of  the 
placenta  may  then  be  ascertained  ;  if  not,  the  right  forefinger 
follows  its  colleague,  and  between  the  two,  by  gentle  rending, 
an  aperture  is  made  in  the  uterus,  and  the  leg  of  the  child  is 
seized.  The  foetus  is  then  carefully  delivered  feet  first,  and 
this,  despite  all  the  authorities  on  the  contrary,  is  by  far  the 
best  proceeding;  less  blood  is  lost,  and  it  requires  but  very 
gentle  manipulation  to  relieve  the  head. 

As  soon  as  the  foetus  is  removed  the  placenta  is  sought 
for,  an^  removed  similarly  ;  the  uterus  itself  being  then  com- 
pletely contracted  by  this  time,  is  pulled  out  of  the  wound, 
and  the  elastic  ligature  is  tightened  once  more,  and  finally 
arranged  round  the  cervix,  and  the  second  hitch  is  applied. 
The  main  details  of  the  operation  are  now  completed;  all  that 
is  required  is  to  pass  the  needles  through  the  flattened  tube 
and  through  the  uterus,  and  out  at  the  other  side,  forming 
a  St.  Anthony  cross  or  two  parallel  parts  to  support  the 
weight  of  the  uterus  and  the  stump,  and  to  keep  it  outside  the 
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wound.  A  complete  toilet  of  the  peritoneum  is  then  made, 
not  forgetting  the  anterior  vesical  cul-de-sac ;  stitches  are 
passed  in  the  ordinary  way  to  close  the  wound  accurately 
round  the  uterine  stump. 

The  uterus  is  now  removed  close  down  to  the  needles  and 
strangulating  rubber  tube,  so  as  to  leave  a  little  tissue  above. 
It  does  not  do  to  run  any  risk  of  the  ligature  slipping  off, 
though  this  is  hardly  possible  after  the  needles  have  been 
placed  carefully  through  the  structure  of  the  tube.  A  little 
perchloride  of  iron  is  then  rubbed  gently  over  the  surface  of 
the  stump ;  it  is  dressed  with  dry  lint  and  some  dry  cotton 
gauze,  an  ordinary  obstetric  wrapper  is  put  on,  and  the 
operation  is  at  an  end.  The  operation  really  takes  very 
much  less  time  to  perform  than  it  takes  to  describe,  and  as 
I  have  said  before,  because  the  details  must  always  be  the 
same  as  an  operation  in  which  there  never  can  arise  any 
unforeseen  or  unexpected  difficulty. 

A  Contrihiiion  to  the  History  of  Ovariotomy  on  the  Insane. 
By  W.  P.  Manton,  M.D.,  Detroit,  Michigan. 

Of  late  the  subject  of  insanity  following  surgical  opera- 
tions has  been  brought  so  repeatedly  to  the  attention  of  the 
profession  that  this  condition  which,  eighteen  months  ago, 
would  have  been  considered  as  of  rare  occurrence,  is  now 
recognized  in  the  light  of  accumulated  evidence  as  a  compara- 
tively frequent  sequela  of  chirurgical  practice. 

Mr.  C.  T.  Dent,  in  an  admirable  paper,^  mentions  three 
ways  by  which  surgical  operations  may  produce  physical 
disturbance:  i.  By  anticipation.  2.  By  the  actual  operation, 
which  may  cause  pain,  afford  relief,  entail  shock,  &c.  3.  By 
the  after-effects.  *'  These,"  he  says,  "  like  the  actual  opera- 
tion, may  act  by  producing  pain  or  giving  relief,  or  by  setting 
up  septic  mischief"  He  then  goes  on  to  say  that  "  A  still 
more  important  factor  in  producing  physical  disturbance  is 

^  Journal  of  Mental  Science.,  April,  1889,  p.  i. 
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mental  reaction.  The  relaxation  of  control  previously  exer- 
cised, the  loosening,  as  it  were,  of  the  mental  tension,  or  the 
physical  disturbance  resulting  from  the  removal  of  a  diseased 
part,  which  had  led  to  much  mental  contemplation  and  called 
up  unduly  the  subjective  qualities  of  human  nature,  are  all 
factors  which,  to  say  the  least,  must  be  taken  into  account 
more  or  less  in  successful  after-treatment.  The  sea  may  calm 
down  after  the  storm  has  disturbed  it,  biit  once  in  a  way 
wreckage  will  be  seen  floating  on  its  surface." 

This  writer,  while  not  denying  that  natural  or  inherited 
mental  instability  may  be  found  in  the  history  of  some  of 
these  cases,  believes  that  in  the  majority  of  instances  this  is 
not  so.  My  own  limited  experience  does  not  agree  with  this, 
for  in  the  few  cases  which  have  come  under  my  personal 
observation  there  has  been  a  distinct  history  of  a  neurosis. 

Without  entering  farther  into  the  discussion  of  this  very 
interesting  subject,  which  belongs  to  psychiatry  and  not  to 
gynaecology,  I  desire  to  present  for  your  consideration  a  case 
which  is  not  only  remarkable,  but  unique.  As  will  be  noticed 
farther  on,  the  cause  of  insanity  in  the  subject  of  this  record  is 
put  down  to  a  trifling  operation ;  some  months  later  a  capital 
operation  is  performed  with  complete  restoration  of  the 
mental  balance,  but  this  soon  gives  place  to  a  condition  re- 
sembling the  first  state,  differing  from  it  only  in  degree. 

Miss  A.  M.,  German-American,  single,  aged  thirty-four, 
a  dressmaker  by  occupation,  was  admitted  to  the  Eastern 
Michigan  Asylum,  December  27th,  1888.  On  the  mother's 
side  the  family  history  is  good,  but  the  father  is  reported  to 
have  been  a  heavy  drinker,  and  to  have  died  in  his  forty-fifth 
year. 

The  patient  is  a  smill  blonde,  weighing  seventy  pounds. 
For  several  years  she  is  said  to  have  been  delicate,  and  for 
eight  or  ten  years  nervous.  In  February,  1888,  she  suffered 
from  abdominal  dropsy,  and  her  family  physician  reports  also 
having  found  a  tumour  simulating  the  spleen.  There  was 
likewise  an  enlargement  of  the  uterus,  or  a  tumour  near  it. 
Eleven  quarts  of  a  light-coloured  fluid  were  aspirated  from 
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the  abdomen  at  this  time.  Following  this  she  suffered  much 
pain,  and  about  a  month  after  the  operation,  contracted  a  low 
form  of  fever,  from  which  she  passed  into  a  state  of  acute 
mania,  frothing  at  the  mouth,  barking  and  snapping  at  her 
friends,  so  that  she  was  thought  to  be  affected  with  hydro- 
phobia. When  she  regained  her  strength  sufficiently  to  go 
about  she  became  indecent  in  her  language,  untidy  in  her 
habits,  and  inclined  to  assault  those  about  her. 

On  admission  to  the  asylum  she  was  extremely  feeble  and 
emaciated,  and  much  depressed  mentally,  having  delusions  of 
apprehension.  For  a  time  there  was  a  slow  improvement  in 
her  general  condition,  but  she  never  became  strong  or  had 
good  health.  At  times  she  would  be  very  noisy,  at  others 
quiet  and  indifferent,  paying  no  attention  when  spoken  to. 
One  distressing  peculiarity  in  the  case  was  her  tendency  to 
fasten  on  to  some  sentence  and  repeat  it  over  and  over  in  a 
monotonous  voice  from  hour  to  hour,  ending  each  period  with 
a  "  huh."  Her  appetite  was  capricious,  and  sometimes  ex- 
cessive, which  may  have  given  rise  to  her  most  frequent 
formula,  "A  piece  of  bread  and  butter,  please,  huh?"  or  "Give 
me  a  drink  of  water,  please,  huh  ?  " 

On  January  ist,  1889,  it  was  noted  that  her  feet  were 
much  swollen  the  night  before,  and  that  her  upper  eyelids 
were  puffy  in  the  morning.  It  was  thought  that  she  was 
failing  fast,  her  general  condition  being  precarious.  I  saw 
the  patient  at  the  request  of  Dr.  Henry  M.  Hurd,  Medical 
Superintendent,  and  examined  her  under  ether.  She  was 
then  quite  feeble  and  much  emaciated.  The  abdomen  was 
slightly  distended  by  a  kidney-shaped  tumour,  the  hilus  of 
which  pointed  downward.  The  growth  was  movable  in  all 
directions,  but  especially  upward.  It  was  hard,  somewhat 
nodulated,  but  fluctuation  was  not  to  be  obtained.  The 
history  of  the  case,  and  the  general  physical  signs,  led  me  to 
suggest  that  possibly  the  tumour  might  be  a  floating  cystic 
kidney.  I  was  not  able,  however,  positively  to  exclude 
ovarian  cyst.  At  my  suggestion  the  patient  was  put  on  a 
tonic  treatment  and  kept  in  bed  a  portion  of  the  time.     The 
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result  was  most  gratifying  ;  she  gained  in  flesh  and  improved 
in  every  way.  It  was  a  question  in  our  minds  whether  the 
presence  of  the  abdominal  tumour  was  not  responsible  for  all 
or  a  part  of  the  mental  condition  ;  and  it  was  decided  that 
while  the  removal  of  the  growth  might  have  little  or  no  effect 
on  the  disordered  mind,  there  could  be  no  doubt  that  in  a 
general  way  such  operative  treatment  would  be  productive  of 
good.  I  therefore  undertook  the  operation  May  26th,  kindly 
assisted  by  Drs.  Burr,  Morse,  and  Lansing,  of  the  asylum 
staff;  Dr,  Rouse,  of  East  Saginaw,  the  patient's  family  phy- 
sician, also  being  present.  On  opening  the  abdomen  it 
became  at  once  evident  that  the  tumour  was  ovarian,  and 
attached  below  by  a  long  thin  pedicle,  to  the  left  side  of  the 
uterus.  It  was  also  fixed  above  to  the  diaphragm  by  a 
second  pedicle  (adhesion-band),  which  was  thinner  and  more 
vascular  than  the  true  pedicle.  There  were  no  other  ad- 
hesions. The  growth  was  thus  guyed,  as  it  were,  above  and 
below,  which  permitted  considerable  motion,  particularly 
upward,  as  the  pedicle  was  somewhat  longer  than  the  ad- 
hesion. The  ■  right  ovary  was  found  to  be  greatly  enlarged 
and  cystic,  hence  also  was  removed.  The  weight  of  the 
tumour  was  five  pounds. 

Convalescence  from  the  operation  was  speedy  and  unin- 
teresting. The  mental  phenomena  presented  were,  however, 
remarkable.  It  was  as  if  the  clouds  had  broken  away  after  a 
storm,  leaving  the  whole  body  illuminated  by  the  awakening 
intellect.  She  apologized  for  all  the  trouble  she  had  caused, 
and,  to  the  nurse,  expressed  much  concern  in  regard  to  her 
personal  appearance.  During  the  succeeding  few  days  her 
mind  was  perfectly  clear  and  her  conversation  rational.  She 
greatly  enjoyed  talking  with  the  nurse,  and  seemed  to  re- 
member much  that  she  had  done  since  her  admission  to  the 
asylum. 

June  2nd,  her  mind  became  somewhat  dull  and  clouded, 
and  she  remained  with  closed  eyes  most  of  the  day.  From 
this  time  on  to  the  25th  of  the  month  her  mental  condition 
varied,' but  she  did  not  lapse  to  her  former  state.     On  June 
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25th  she  was  allowed  to  return  to  her  home,  as  she  had  several 
times  expressed  a  desire  to  do  so,  and  it  was  thought  that  the 
change  might  be  of  benefit.  The  journey  was  a  short  one, 
but  the  patient  was  very  restless  and  impatient  to  reach  her 
destination.  Her  expectations  were  not,  however,  realized  ; 
once  home,  she  continued  restless — walked  about  the  house, 
noticing  the  changes  in  furniture,  &c. — and  expressed  her 
disappointment,  as  things  did  not  look  natural.  She  asked 
for  medicines,  such,  as  she  had  had  at  the  asylum,  and  wanted 
to  go  back. 

About  four  o'clock  the  next  morning,  after  a  very  restless 
night,  most  of  which  was  spent  in  walking  about  the  room, 
the  patient  suddenly  rushed  from  the  house,  clad  only  in  her 
night  clothes,  and  before  those  who  were  following  her  could 
interfere,  sprang  into  the  well.  She  was  immediately  rescued 
from  her  perilous  position,  rendering  herself  as  much  assist- 
ance as  she  could.  An  hour  later  she  again  repeated  the 
performance,  and  was  again  rescued.  The  patient's  friends 
had  by  this  time  concluded  that  the  asylum  was  the  best  place 
for  their  charge,  and  she  was  accordingly  returned,  having 
been  absent  somewhat  less  than  twenty-four  hours.  Her 
condition  since  that  time  has  been  one  of  slow  mental  retro- 
gression toward  her  former  state.  Her  attendant  tells  me 
that  she  is  not  as  bad  as  she  was  before  the  operation,  and 
she  certainly  has  improved  greatly  in  her  physical  health. 
The  present  indications  seem  to  point  to  ultimate  recovery. 

As  throwing  some  light  on  the  etiology  of  the  mental 
symptoms,  it  may  be  mentioned  that  the  patient's  urine  had 
been  examined  during  her  early  stay  in  the  asylum,  and  a 
small  amount  of  albumen,  but  no  casts,  discovered.  This 
was  the  condition  of  a  specimen  examined  the  mprning  of 
the  operation. 

June  5th,  the  specific  gravity  was  1,020,  and  there  was  a 
heavy  deposit  of  phosphates,  some  pus,  and  a  trace  of  albu- 
men. 

June  22nd,  the  specific  gravity  was  1,016,  the  amount  of 
albumen   considerably  increased,  while  pus,  epithelium,  uric 
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acid,  calcium  oxalate  crystals,  and  hyaline  casts  were  present 
in  the  sediment.  Subsequent  examination  of  the  urine  gave 
essentially  the  same  results.^ 

I  am  much  indebted  to  Dr.  Christian  for  these  urinary 
analyses,  and  to  Dr.  C.  B.  Burr,  medical  superintendent,  for 
notes  of  the  case. 


TRANSACTIONS  OF  THE  GYNAECOLOGICAL  SOCIETY  OF 

CHICAGO. 

Annual  Meeting,  October  i8th,  1889. 

The  President,  Charles  T.  Parkes,  M.D.,  in  the  chair. 

Presidetifs  Address  :  Spina  Bifida. 

Gentlemen, — As  the  time  has  arrived  for  me  to  arise 
and  perform  my  present  duty,  I  am  more  and  more  convinced 
that  I  have  committed  a  great  fault  in  not  having  prepared 
the  stated  address  which  you  expect  from  the  President  of 
this  Society  on  his  retiring  from  office.  One  reason  that  led 
me  to  commit  this  fault  was  the  ever-present  fear  of  my  ina- 
bility to  present  any  general  subject  to  you  that  would  attract 
your  attention.  Another  reason  was  that  I  am  loth  to  keep 
you  for  any  length  of  time  from  the  entertainment  in  the 
other  room,  which  I  have  been  partially  instrumental  in  pre- 
paring for  you. 

One  of  the  departments  promulgated  in  the  organization 
of  this  Society  was  that  of  Pediatrics,  and  I  have  thought 
that  perhaps  it  would  be  of  interest  to  you  for  me  to  present 
very  briefly  this  evening  some  experience  I  have  had  in  that 
department  during  the  past  year.  This  will  consist  in  the 
presentation  of  three  cases  of  spina  bifida  subjected  to  surgical 
operation.  For  all  time  past  surgeons  have  been  very  anxious 
about  the  care  that  should  be  given  to  such  cases,  owing  to 
the  fact  that  a  large  percentage  of  the  cases  operated  upon 

^  Since  the  above  was  written  a  sister  of  the  patient  has  been  admitted 
to  the  asylum,  suffering  from  melanchoHa. 
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has  been  followed  by  fatal  results,  and  they  have  felt  dis- 
turbed about  them  because  these  patients,  as  a  rule,  if  left  to 
themselves,  succumb  at  an  early  period  to  a  fatal  ending.  So 
it  seemed  to  me  the  presentation  in  a  few  words  of  these  cases 
might  be  interesting  to  you,  and  possibly  a  suggestion  as  to 
some  absolute  rule  which  could  be  adopted  towards  their  cure. 
And  as  well  it  may  be  of  interest  for  me  to  very  briefly  go 
over  the  sayings  of  some  of  the  authorities  I  have  been  able 
to  consult,  and  present  a  few  statistics. 

Koenig  says  that  out  of  ninety  cases  only  twenty  reached 
the  age  of  five  years,  and  that  the  majority  of  cases  that  live 
any  length  of  time  show  paralysis  of  some  muscles  from  pres- 
sure. If  the  sac  suffers  rupture  the  case  may  die  from  loss  of 
cerebro-spinal  fluid,  or,  more  rarely,  from  some  form  of  spinal 
meningitis.  He  suggests,  as  methods  of  treatment,  that  com- 
pression is  useful  only  in  rare  cases.  In  puncture  the  head 
of  the  child  must  be  placed  low  in  order  to  prevent  the  too 
rapid  escape  of  the  fluid,  which  gives  rise  to  convulsions  and 
death.  Koenig  lost  a  case  in  this  way.  (Within  eight  months 
I  have  seen  a  similar  case  in  the  practice  of  a  well-known 
physician  of  this  city.  The  child  was  subjected  to  puncture, 
when  not  more  than  a  drachm  of  fluid  was  drawn  away,  but 
death  ensued  immediately.)  Puncture  prevents  rupture  of 
the  sac,  and  may  cure  in  rare  cases.  The  most  complete 
antiseptic  precautions  are  necessary  in  practising  this  method. 
He  recommends,  also,  puncture  with  injection  of  the  following 
solutions  : — viz.,  iodine,  gr.  iv. ;  potassium  iodid.,  gr.  xij.;  aqua 
destillat.,  «  i.  After  puncturing  the  sac  with  a  hypodermic 
syringe  and  closing  the  opening  into  the  spinal  canal  with 
the  finger,  the  barrel  of  the  syringe  is  filled  with  the  above 
solution,  which  is  injected  into  the  cavity  and  left  for  a  few 
minutes.  The  sac  is  then  empted  and  refilled  with  pure  water. 
If  no  harm  occurs,  this  is  repeated  often  enough  to  cure.  De- 
bout  (quoted  by  Koenig)  collected  sixteen  cases  treated  in 
this  way,  with  fourteen  cures.  Koenig  reports  one  case  cured 
by  direct  incision  and  close  suturing.  Nelson  reports  one 
case  cured  by  incision  under  antiseptic  gauze. 
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Professor  Albert,  of  Vienna,  gives  the  following  summary 
of  treatment : — i.  Tapping.  Sir  Astley  Cooper  had  one 
successful  case.  Our  experience  with  puncture  of  hydrocele, 
under  antiseptic  precautions,  would  indicate  that  there  would 
be  comparatively  less  danger  in  this  method,  but  not  much 
hope  for  cure.  2.  Drawing  woollen  threads  through  the  sac 
excite  adhesive  inflammation  has  been  used,  but  the  case 
ended  fatally  from  spinal  meningitis.  3.  Compression  has 
cured  in  extremely  rare  cases.  4.  Ligature  en  masse  in  the 
pedunculated  forms  has  succeeded  in  a  few  cases.  5.  Punc- 
ture with  subsequent  injection  of  iodine  has  been  introduced 
by  Velpeau.  Chassaignac  has  had  a  number  of  brilliant 
results  from  this  method,  but  it  must  be  remembered  that  it 
should  be  applied  only  in  cases  in  which  there  is  a  small 
pedicle,  which  has  to  be  constricted  at  the  time  of  using  the 
injection.  6.  Excision  has  had  some  good  results,  and  cer- 
tainly promises  well  under  antiseptic  precautions.  Dr.  Robert 
W.  Parker,  of  London,  withdraws  a  portion  of  the  fluid  from 
the  sac  with  a  hypodermic  syringe,  and  then  injects  with  the 
following  solution  : — Iodine,  gr.  x. ;  potass,  iodid,,  gr.  xxx.  to 
3  ij.  Albert  gives  a  number  of  cures  in  the  following  table, 
compiled  by  Marchand  : — 

Cured.  Died. 

Compression  4  4  — • 

Puncture 57  17  40 

Injection 55  42  13 

Ligature... 16  10  6 

Excision  8  6  2 

Incision 52  3 

Amputation 54  i 

Plastic 3  I  2 

Total,  153  86  6j 

Over  50  per  cent,  as  you  see.  This  method  is  adapted  to 
those  cases  in  which  there  has  been  some  attempt  appar- 
ently on  the  part  of  Nature  to  shut  off  the  sac  from  the 
general  cavity  of  the  spinal  canal,  even  if  there  is  a  somewhat 
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pedunculated  condition  of  the  mass.  But  all  authorities  agree 
that  some  other  method  of  treatment  should  be  adopted  if 
the  formation  is  sessile — that  is,  in  cases  in  which  the  greatest 
circumference  of  the  mass  is  at  its  base.  It  is  said  that  these 
cases,  if  treated  by  injection  of  the  tincture  or  any  preparation 
of  iodine,  would  be  certainly  damaged,  and  death  would 
probably  result  from  inflammation  of  the  spinal  meninges. 

It  is  hardly  necessary  for  me,  in  the  presence  of  this  august 
body,  to  speak  of  the  condition  of  the  tumour  itself  further 
than  to  say  that  there  are  three  recognized  varieties.  In  the 
simplest  form  there  is  merely  a  protrusion  of  the  membranes 
of  the  cord,  and  the  sac  is  made  up  entirely  of  this  protrusion 
and  contains  none  of  the  elements  of  the  cord — meningocele. 

Another  variety  is  that  which  contains  in  the  interior 
surface  of  its  walls  formations  of  the  spinal  cord — or  a  myelo- 
meningocele. A  third  variety  consists  of  those  peculiar  and 
very  infrequent  cases  in  which  the  central  canal  of  the  spinal 
cord  is  dilated — a  syringocele,  as  it  is  termed.  We  can  under- 
stand that  any  operative  procedure  that  concerns  the  spinal 
cord  is  serious  ;  but  in  these  latter  days,  when  surgeons  attack 
the  brain  in  all  its  parts  for  many  varieties  of  disease,  and 
perform  the  most  rigorous  operations  on  the  cerebral  hemis- 
pheres with  success,  it  should  not  be  thought  harmful  to  sub- 
ject the  spinal  cord  to  simple  procedures  in  proper  cases,  in 
the  hope  of  benefiting  them. 

So  in  the  cases,  three  in  number,  that  have  been  presented 
to  me  for  care  in  the  last  six  months,  I  have  adopted  the  plan 
of  opening  the  sac  freely,  isolating  the  lining  membrane  of 
the  sac  (which  I  have  found  can  be  easily  done),  and  removing 
it  close  to  the  opening  in  the  spinal  canal.  After  isolating  it 
from  the  other  elements  of  the  sac  wall  down  to  the  spinal 
canal,  I  ligate  it  with  catgut  ligatures,  and  then  sew  up  the 
remnants  of  the  sac  wall  with  three  series  of  sutures.  The 
first  one  brings  the  sac  wall  together  as  close  down  to  the 
opening  in  the  canal  as  it  is  possible  to  place  the  stitches ;  the 
second  series  brings  the  walls  together  half-way  to  the  edge 
of  the  incision ;  and  the  third  series  closes  the  external  wound. 
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None  of  the  sutures  passing  through  the  skin  are  permitted 
to  enter  the  deeper  layers. 

The  first  case  that  came  to  me  was  a  Httle  child  of  German 
parentage,  four  weeks  old,  badly  nourished,  small  and  cachec- 
tic. There  was  a  bluish-red,  fluctuating,  translucent  tumour 
in  the  lower  lumbar  region,  three  inches  in  diameter,  with  a 
moderately  marked  pedicle  an  inch  and  one-half  in  diameter. 
The  fluid  could  be  reduced  by  pressure,  which  induced  evident 
pain  and  crying,  and  if  persisted  in  would  probably  have 
brought  on  convulsions.  This  child  was  prepared  for  operation 
very  carefully;  as  far  as  the  surface  of  the  body  was  concerned 
at  the  seat  of  operation.  It  was  scrubbed  several  times  with 
soap  and  water,  and  then  several  times  with  bichloride  ;  then 
the  area  of  operation  was  surrounded  by  aseptic  towels.  An 
incision  was  made  directly  through  the  centre  of  the  tumour, 
and  of  course  the  fluid  escaped ;  but  there  was  no  evidence 
of  nervous  irritation  in  the  child.  An  assistant's  finger  was 
kept  in  the  opening,  which  was  seen,  about  as  large  as  the 
end  of  the  little  finger,  through  the  lamina  of  the  vertebra,  so 
as  to  prevent  too  much  of  the  fluid  escaping  from  the  spinal 
canal.  The  first  thing  I  noticed  was  that  running  through 
the  centre  of  this  cavity  was  a  little  ridge  covered  by  the 
lining  membrane.  In  examining  this  ridge  more  closely  I 
found  it  was  made  up  of  the  terminal  nerves  of  the  spinal 
cord.  These  were  dissected  very  carefully  away  from  the 
top  surface  of  the  sac  wall,  the  covering  of  the  interior  of  the 
sac  was  also  removed,  and  they  were  dropped  directly  into 
the  cavity  of  the  spinal  canal,  without  severing  them,  with 
the  exception  of  two  branches  which  seemed  to  pass  off 
laterally.  Then  the  lining  membrane  of  the  sac  was  separated 
in  all  portions  with  the  handle  of  the  scalpel  until  it  repre- 
sented merely  a  little  pouch  sticking  out  in  the  opening  of 
the  lamina.  This  was  puckered  up  and  then  ligated  as  close 
down  as  possible  and  cut  away  without  leaving  anything  but 
the  internal  walls.  Then  a  continuous  catgut  suture  was  ap- 
plied, bringing  together  the  walls  of  the  sac  close  down  to  the 
spinal  canal ;  then  a  second  and  a  third  was  applied  to  the 
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mass  of  tissue,  then  the  skin  edges  were  approximated  to  each 
other.  This  patient  was  a  small,  badly-fed  youngster,  as  weak 
as  is  likely  to  be  seen,  and  one  that  you  would  not  think 
could  stand  an  operation  of  this  kind ;  but  he  showed  no 
bad  symptoms  after  the  operation.  There  was  no  rise  of 
temperature  and  no  pain,  and  the  healing  process  was  com- 
pleted inside  of  ten  days.  Of  course  great  care  was  taken  in 
the  application  of  aseptic  dressings  and  the  prevention  of 
discharges  from  the  rectum  and  bladder  from  coming  in  con- 
tact with  the  wound.  The  child  recovered  entirely.  For  two 
weeks  after  the  operation  there  was  a  partial  paralysis  of  the 
lower  extremities ;  but  this  gradually  disappeared,  so  that 
tickling  the  soles  of  the  feet  or  pinching  the  surface  of  the 
limbs  caused  a  movement  which  showed  that  the  child  used 
his  limbs  without  difficulty. 

The  second  case  was  certainly  one  of  myelo-meningocele, 
as  the  elements  of  the  cord  were  in  the  sac  and  attached  to 
it.  He  was  a  very  robust  little  youngster,  seven  weeks  old, 
of  German  parentage.  This  little  one  had  a  spina  bifida  at 
the  upper  portion  of  the  lumbar  region  which  was  fully  three 
inches  across  in  either  direction.  It  was  not  pedunculated  to 
any  great  extent.  It  was  ulcerated  on  the  surface.  The 
child  was  put  to  sleep  and  treated  in  exactly  the  same  way  as 
the  case  I  have  just  related.  In  this  case  there  were  not  so 
many  of  the  elements  of  nerve  tissue  as  in  the  other,  but 
some  of  the  nerve  fibres  ran  over  the  surface  of  the  sac. 
There  is  an  external  sign  which  plainly  indicates  the  presence 
of  the  elements  of  the  cord  in  the  sac,  in  many  cases.  You 
will  find  a  distinct  furrow  running  along  the  centre  of  the  sac, 
at  other  times  a  distinct  depression  of  the  posterior  surface  of 
the  spina  bifida.,  In  this  case  there  were  no  such  signs.  The 
opening  in  the  lamina  was  as  large  as  the  end  of  the  middle 
finger.  The  same  procedure  was  adopted  as  in  the  preceding 
case.  Nothing  could  have  come  off  more  readily  than  the 
internal  lining  of  this  spina  bifida,  and  the  loose  tissue 
between  it  and  the  sac  walls  was  easily  demonstrated.  There 
was  no  difficulty  in  ligating  the  sac  walls  separately.  This 
child  recovered  without  any  evidence  of  trouble. 
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The  third  case  was  a  cachectic  child  four  months  old,  of 
German  parentage,  with  good  family  history.  It  was  a  pure 
meningocele.  The  tumour  occupied  the  middle  dorsal  region. 
Its  walls  were  very  thin,  and  the  surface  had  begun  to  ulcerate. 
The  fluid  could  be  displaced  into  the  spinal  canal  without 
difficulty,  but  the  manoeuvre  was  accompanied  with  signs  of 
pain,  crying,  and  distress.  When  the  fluid  was  displaced  the 
opening  could  be  felt,  and  was  sufficiently  large  to  represent 
the  width  of  two  laminae.  In  this  case  I  did  the  same  opera- 
tion as  in  the  other  instances.  I  had  no  difficulty  whatever 
in  separating  the  arachnoid  membrane  from  the  interior  of 
the  sac,  but  experienced  difficulty  in  fastening  it  at  the 
bottom,  owing  to  the  size  of  the  opening.  The  others  were 
comparatively  small,  this  was  large.  In  this  case  I  departed 
from  what  I  considered  should  be  an  absolute  rule — viz.,  the 
sutures  which  approximate  the  sac  wall  close  to  the  spinal 
canal  should  never  be  allowed  to  pass  through  the  integu- 
ment. I  was  dissatisfied  with  the  appearance  of  the  stump, 
and  passed  a  suture  through  the  bottom  and  tied  it  in  two 
places  so  as  to  make  a  little  more  pressure  on  the  opening  of 
the  spinal  canal,  with  the  idea  that  the  fluid  would  be  re- 
tained better.  The  child  did  well  for  a  week,  then  showed 
signs  of  fever  and  passed  on  to  septic  meningitis,  from  which 
it  died. 

I  think  these  cases  are  very  interesting  as  far  as  they  go. 
This  operation  is  certainly  as  free  from  danger  as  injection, 
which  is  always  accompanied  by  a  certain  amount  of  danger, 
because  one  cannot  always  be  sure  that  the  interior  of  the  sac 
is  cut  off  from  the  spinal  canal. 

With  reference  to  the  affairs  of  the  Society  I  have  but  little 
to  say.  Usually  the  retiring  President  has  some  suggestions 
to  make  as  to  the  conduct  of  business ;  quite  a  number  of 
things  have  come  to  my  mind  which  it  might  be  proper  for 
me  to  refer  to,  but  after  passing  them  in  review  I  have  con- 
cluded that  I  have  nothing  to  say,  that  the  conduct  of  the 
affairs  of  the  Society  is  as  perfect  as  it  can  be.  I  thank  you 
for  the  honour  you  conferred  upon  me  a  year  ago  in  electing 
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me  President  of  this  Society.     I   also  wish  to   express  my 
gratitude  for  the  courtesy  shown  me  on  all  occasions. 


Regular  Meeting,  November  22nd,  1889. 
The  President,  James  H.  Etheridge,  in  the  Chair. 

Outerbridge's  Intra-  Uterine  Stem  Pessary. 

Dr.  D.  T.  Nelson  :  I  have  some  instruments  here  that 
may  be  suggestive,  perhaps.  We  have  all  used  all  types  of 
intra-uterine  pessaries,  I  presume,  for  sterility  and  flexion  and 
the  like.  Here  is  the  latest  that  you  have  seen,  or  seen  the 
pictures  of  at  least — Outerbridge's,  of  New  York.  I  have 
used  them  with  some  degree  of  satisfaction,  and  yet  sufficient 
time  has  not  elapsed  for  me  to  say  definitely  what  their  ad- 
vantages or  all  of  their  disadvantages  are.  One  disadvantage 
I  have  found  is  that  the  plating  after  a  little  time,  in  some 
cases,  is  destroyed  by  the  secretions,  and  we  have  the  metal 
beneath,  which  I  believe  to  be  iron,  exposed.  It  does  no 
practical  harm,  except  that  the  instrument  cannot  be  worn  a 
great  while  after  the  plating  is  removed  without  becoming 
irritating  to  the  tissues  from  corrosion.  There  is  a  special 
instrument  for  their  introduction  which  I  find  quite  im- 
portant. It  is  a  pair  of  forceps-like  short  blades  which 
compress  these  points.  They  are  small  enough,  so  that  theo- 
retically, they  can  be  passed  with  the  pessary  into  the  uterus ; 
but  practically  the  cervix  has  to  be  dilated  before  they  can 
be  introduced,  and  then  the  forceps  are  withdrawn.  Seeing 
some  of  Spichen's  hard-rubber  drainage  tubes,  it  suggested 
itself  to  my  mind  at  once  whether  an  instrument  might  hot 
be  made  of  the  stem  pessary  type  in  the  same  way  by  simply 
adding  a  disc  to  the  end  to  prevent  their  being  pushed  into 
the  uterus.  I  have  not  used  them  yet,  have  just  received 
them  from  the  manufacturers,  Charles  Truax  &  Co.,  and  have 
brought  them  here  for  criticism  and  suggestion.  I  can 
readily  see  that  probably  they  may  be  difficult  of  removal  if 
they  were  pulled  straight  out,  and  might  be  broken,  but  they 
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can  be  readily  unscrewed  by  turning,  like  a  screw.  This  is 
certainly  large  enough  for  any  purpose  that  might  be  desired. 
Their  advantage  over  any  of  the  models  I  think,  will  be 
acknowledged  by  any  one :  they  are  flexible,  so  as  to  allow 
any  position  of  the  uterus  and  still  keep  its  canal  patulous. 
Their  inflexibility  is  one  disagreeable  thing  about  the  metal 
stem  pessaries  ;  these  have  not  that  objection.  What  others 
they  may  have,  subsequent  trial  will  give  us  a  better  oppor- 
tunity to  decide. 

Dr.  E.  C.  Dudley  :  I  have  heard  that  an  intra-uterine 
pessary  is  a  good  thing  to  watch,  and  think  it  is  so  good  a 
thing  to  watch  that  I  have  never  had  any  experience  in  using 
it.  The  uterine  canal  is  a  natural  drainage  tube,  and  most 
of  the  intra-uterine  stem  pessaries  impair  it  as  such ;  con- 
sequently the  secretions  are  retained  and  become  decomposed, 
with  all  the  unfortunate  results  of  such  decomposition.  This 
intra-uterine  stem  pessary  of  Outerbridge's  that  Dr.  Nelson 
has  shown  obviates  that  difficulty  ;  it  does  not  interfere  at  all 
with  drainage,  and  it  seems  to  me  to  fulfil  the  indications  of 
an  intra-uterine  stem  better  than  any  other  instrument.  I 
have  used  it  in  but  one  case,  but  can  make  no  report  yet, 
except  that  the  instrument  is  tolerated  without  discomfort. 
The  uterine  secretions  should  not  corrode  the  metal  if  it  is 
gold-plated. 

Dr.  Nelson  :  There  is  just  the  point,  it  is  not  thoroughly 
plated  ;  there  are  infinitesimal  cracks  in  the  plating,  which  is 
the  cause  of  the  secretions  injuring  the  metal  underneath.  I 
have  used  several  of  them,  and  two,  at  least,  have  given  me 
that  annoyance,  so  that  I  was  obliged  to  remove  them. 

Dr.  Jaggard  :  I  believe  the  pessary  was  introduced  with 
an  idea  of  the  treatment  of  sterility.  I  would  like  to  ask 
what  the  results  have  been  in  that  respect. 

Dr.  Nelson  :  I  may  answer  for  myself.  I  have  one  case 
I  suspect  it  was  a  cure  for,  but  I  am  hardly  able  to  report 
more  than  progress  as  yet.  In  one  case  it  was  used  for  dys- 
menorrhcea,  in  which  it  has  seemed  to  be  a  perfect  cure,  In 
other  cases  wearing  it,  sufficient  time  has  hardly  elapsed  to 
report  even  progress. 
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Dr.  Dudley:  In  dysmenorrhoea  and  sterility,  with  stenosis 
of  the  uterine  canal,  the  dysmenorrhoea  and  sterility  are  due 
not  so  much  to  the  mechanical  difficulty  in  the  way  of  men- 
struation and  of  pregnancy,  as  to  the  fact  that  the  stenosis 
causes  a  retention  of  the  uterine  secretions,  which  become 
decomposed  and  which  irritate  the  uterine  mucosa,  which 
being  thus  irritated  causes  pain  in  menstruation  and  also 
furnishes  such  hostile  surroundings  as  to  make  it  impossible 
for  the  impregnated  ovum  to  develop.  This  pessary  of 
Outerbridge,  by  establishing  perfect  drainage  in  these  cases, 
fulfils  a  very  important  indication. 


Patient  upon  whom  conservative  Ccssarian  section  had  been  per- 
fortned  two  years  before. 

Dr.  W.  W.  Jaggard  desired  to  exhibit  a  woman  upon 
whom  two  years  before  he  had  performed  the  operation  of 
conservative  Caesarian  section.  In  order  to  gain  adequate 
knowledge  of  the  prognosis  of  the  operation  it  is  necessary 
once  in  a  while,  to  call  the  roll.  Menstruation,  re-established 
within  six  months  after  operation,  recurs  every  three  weeks, 
and  is  profuse  though  not  painful;  before  the  operation,  of  the 
four-week  type  and  scanty.  Uterus  is  in  mobile  anteversion 
and  there  is  an  adhesion  between  the  abdominal  cut  and  the 
fundus.     Patient  has  not  conceived  since  the  operation. 

There  is  present  a  large  abdominal  hernia  that  occurred 
one  year  after  operation,  suddenly  upon  lifting  a  heavy  wash- 
tub.  During  the  operation  Dr.  Jaggard  was  careful  to  cut 
through  the  diastasis  of  the  recti,  and  is  certain  no  muscular 
tissue  was  divided.  Of  course  tendinous  bands  and  the  sheath 
of  the  muscles  were  severed.  She  wore  a  "jockey  strap  "  for 
twelve  months. 

The  patient's  general  health  is  excellent,  and  she  leads  a 
busy  life  as  a  midwife.  She  is  confident  that  she  will  become 
pregnant  before  another  year,  and  awaits  delivery  as  the  best 
time  for  the  cure  of  the  hernia.  The  child  died  sixteen  days 
after  birth,  from  pneumonia  due  to  exposure. 
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Dr.  Nelson  :  Did  the  hernia  supervene  directly  after  she 
got  up  from  bed  ? 

Dr.  Dudley  :  I  heard  of  a  man  who  had  a  patient  with  a 
great  deal  of  fat  on  the  abdominal  walls  ;  he  took  out  an 
elliptical  piece  and  then  could  not  get  the  abdominal  walls 
together  again. 

Dr.  Earle  :  There  would  be  the  same  hope  of  success 
here  as  with  any  other  hernia  of  its  size  in  the  same  position. 
The  size  of  the  hernia  reminds  me  of  one  I  saw  in  Michigan 
three  or  four  months  ago.  A  sister  came  over  and  talked 
with  me  about  the  condition  of  the  patient,  and  I  selected  Dr. 
Hoadley  to  go  over  there  with  me  and  see  the  hernia,  and 
prepared  to  do  an  operation  in  case  it  was  necessary.  The 
hernial  sac  and  protrusion  was  much  larger  than  this,  two  or 
three  times  as  large,  with  two  or  three  points  of  ulceration 
that  had  almost  come  through.  The  incision  was  as  large  as 
a  good-sized  saucer  in  circumference,  and  the  sac  was  taken 
off.  The  omentum  was  found  to  be  adherent  in  a  multitude 
of  places.  It  was  united,  sutured,  and  the  wound  healed  very 
well.     The  hernia  has  not  recurred  up  to  this  time. 

Dr.  Dudley  :  I  would  make  an  incision  here  into  the 
abdominal  cavity,  removing  such  redundant  skin  as  the 
mechanics  of  the  operation  might  require ;  I  would  then  take 
the  edges  of  the  fascia  which  were  incised  in  dividing  the  recti, 
one  over  the  other ;  then  I  would  split  the  abdominal  wall  on 
each  side  by  using  a  method  similar  to  that  employed  in  Tait's 
operation  for  perineorrhaphy,  and  in  that  way  get  a  surface  for 
union,  then  close  the  wound  by  three  sets  of  sutures,  peri- 
toneal, fascial  and  deep. 

Dr.  Nelson  :  I  would  suggest  some  buried  sutures  run- 
ning in  either  direction,  to  bring  the  fascia  together. 

Dr.  Dudley  :  It  is  not  necessary  to  bury  them  ;  they 
can  be  passed  from  the  skin  to  the  fascia. 

Dr.  Jaggard  :  As  the  woman  is  now,  with  a  well-fitting 
strap  she  can  keep  the  hernia  inside. 

Dr.  Dudley  :  It  is  an  awkward  thing  to  do,  and  a  radical 
cure  could  be  effected. 
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Dr.  Jaggard  :  She  hopes  to  become  a  mother. 

Dr.  Dudley  :  She  cannot  be  killed  ;  that  has  to  be  tried. 


Placenta  Marginata. 

Dr.  W.  W.  Jaggard  :  The  specimens  I  want  to  call  your 
attention  to,  gentlemen,  present  several  points  of  interest.  In 
the  first  place,  I  have  here  a  very  interesting  specimen  that 
Dr.  Sawyer  kindly  gave  me  to  show  to  my  class.  Here  is  the 
chorion  and  here  the  placenta.  At  the  edge  of  the  chorion, 
between  it  and  the  placenta,  there  is  a  circular  band  that,  in 
the  recent  state,  was  white,  hard,  even  gristly.  On  section 
you  see  the  white,  gristly  substance;  you  can  see  also  the 
hard,  fibrous  tissue  distinct  from  the  normal  placenta  tissue. 
It  is  a  typical  example  of  a  very  interesting  condition  techni- 
cally known  as  marginal  white  infarct.  It  is  probably  due 
to  haemorrhage  occurring  in  the  early  months  of  pregnancy 
about  the  time  when  the  circular  band  is  formed. 


Syphilis  of  the  Placenta. 

The  second  specimen  is  an  interesting  one  which  Dr. 
Watkins  gave  me.  There  are  two  interesting  anomalies  in 
connection  with  it ;  first,  the  insertion  of  the  cord  into  the 
membranes — velamentous  insertion  of  the  cord.  This  is  a 
typical  example.  I  would  like  to  call  attention  to  the  vela- 
mentous insertion  of  the  cord  in  connection  with  the  very 
interesting  paper  our  Secretary  read  at  the  last  meeting  of  the 
American  Gynaecological  Society,  in  which  he  referred  to  the 
insertion  as  one  evidence  of  a  very  ingenious  theory  of  the 
cause  of  placenta  previa  atrophy.  I  am  not  able  to  agree 
with  the  Secretary  in  his  opinion  on  this  matter,  because  the 
weight  of  evidence  is  to  the  effect  that  the  insertion  of  the 
cord  depends  on  foetal  causes  and  not  on  causes  external  to 
the  chorion.  It  does  not  make  any  difference  how  many 
revolutions  the  ovum  may  have  made,  the  insertion  of  the 
cord  depends  upon  the  spot  that  the  allantois  strikes,  not  on 
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any  exterior  cause,  so  far  as  we  know.  But  the  point  of 
special  interest  is  that  this  specimen  is  alleged  to  be  an  ex- 
ample of  a  syphilitic  placenta.  It  has  the  general  character- 
istics of  a  syphilitic  placenta.  It  is  relatively  large,  and  was 
pale  in  the  recent  state.  On  section  you  can  distinctly  see 
nodules.  One  test  of  a  syphilitic  placenta  is  on  microscopic 
examination,  the  detection  of  gummata.  The  only  condition 
resembling  the  syphilitic  placenta  is  the  condition  presented 
here,  the  white  infarct. 

White  hifarct  of  the  Placenta. 

This  case  I  came  into  possession  of  an  hour  ago  by  the 
courtesy  of  our  President.  This  is  a  typical  white  infarct.  It 
may  be  remarked,  in  passing,  that  Fraenckel  has  never  been 
able  to  demonstrate  syphilis  of  the  placenta  earlier  than  the 
six  month. 

Myxoma  Multiplex  of  the  Placenta. 

This  case  is  one  I  saw  in  consultation  with  Dr.  McGau- 
ghey.  It  is  interesting  because  it  is  an  unusual  anomaly.  It 
is  myxomatous  degeneration  of  the  placenta.  Clinically,  it 
presented  the  symptoms  of  accidental  haemorrhage  from  pre- 
mature detachment  of  the  placenta.  The  cord  is  long  and 
normal.  The  foetus  has  a  double  harelip,  and  webbed  toes  on 
the  right  foot.  The  foetus  was  dead  some  time  before  delivery. 
Whether  there  is  any  connection  between  the  harelip  and  the 
anatomical  change  in  the  placenta  is  not  demonstrated,  but  it 
is  likely. 

A  Case  of  Syphilitic  Placenta. 

Dr.  T.  J.  Watkins  :  The  history  of  the  case  referred  to  by 
Dr.  Jaggard  is  brief  I  was  called  in  to  attend  the  woman, 
who  was  about  six  months  pregnant.  I  found  labour  quite 
well  progressed,  and  the  child  was  delivered  about  two  hours 
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after  I  arrived.  It  was  dead,  and  had  been  for  some  time,  as 
sufficient  decomposition  had  taken  place  to  nearly  remove 
the  epidermis.  The  placenta  came  away  very  readily,  and  I 
then  noticed  its  peculiar  character.  Dr.  Jaggard  kindly  took 
charge  of  it,  and  promised  to  present  it  to  the  Society. 

The  woman  gave  no  history  of  syphilis ;  but  she  was  very 
anaemic  and  had  a  mitral  heart  murmur.  I  could  find  no 
other  cause  for  this  than  that  it  might  be  due  to  syphilis. 
Her  heart  had  caused  no  disturbance  before,  but  commenced 
to  trouble  her  two  or  three  months  after  she  became  pregnant. 
Examination  of  the  urine  was  negative.  The  husband  pro- 
bably had  had  syphilis,  for  he  had  been  treated  for  it  a  number 
of  years  before.  Another  point  in  the  case  which  makes  it 
presumably  a  case  of  syphilis  is  the  fact  that  under  bichloride 
of  mercury  and  iodide  of  potassium  treatment,  she  has  im- 
proved wonderfully. 

Macerated  Foetus. 

Dr.  J.  C.  HOAG  :  Some  time  ago  I"  read  a  paper  before 
this  Society  on  the  subject  of  "  Macerated  Foetus  "  in  which  I 
detailed  a  case  that  had  come  under  my  observation,  where  a 
woman  had  given  birth  to  three  such  foetuses.  The  case  is 
one  which  interested  me  a  great  deal,  and  I  have  had  the 
patient  under  observation  since.  I  had  no  thought  of  pre- 
senting it  to-night,  but  it  was  brought  to  my  mind  by  the 
general  subject  of  diseases  of  the  placenta.  I  attended  this 
same  patient  again  last  April,  when  she  gave  birth  to  her 
fourth  macerated  foetus.  Meanwhile  she  had  been  under 
treatment  to  some  extent.  I  saw  her  only  at  long  intervals, 
and  she  had  been  given  iodide  of  potassium  and  a  small 
amount  of  mercurials.  I  have  not  been  able  to  detect  any 
syphilis  in  the  family,  but  whether  owing  to  the  treatment  or 
not,  she  carried  this  foetus  a  month  longer  than  any  of  the 
others,  and  the  foetus  when  born  represented  a  development 
of  seven  and  one-half  months.  I  shall  still  watch  this  case 
with  interest,  and  perhaps  shall  be  able  to  get  some  more 
macerated  foetuses. 
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Glasgow  Medical  Journal. 

On  two  cases  of  Severe  Vomiting  in  the  later  months  of  Preg- 
nancy^ associated  with  (so  called)  Hemi-albmnosuria,  and^  in 
one,  Diaceturia ;  with  remarks  on  similar  states  of  the 
Urine,  in  other  Diseases*  By  Robert  Kirk,  M.D. 
Edin.,  F.F.P.  and  S.,Glasgow ;  Physician  to  the  Dis- 
pensary for  Diseases  of  Women,  Western  Infirmary, 
Glasgow. 

Mr.  President  and  Gentlemen, — As  far  as  I  am  aware, 
neither  of  the  conditions  of  the  urine  to  which  I  wish  to  direct 
your  attention  to-night  has  been  hitherto  observed  in  con- 
nection with  the  vomiting  of  pregnancy. 

The  first  case  is  also  of  interest  from  its  being  a  striking 
instance  of  that  pigmentation  of  the  skin  so  often  seen  in 
slighter  forms  in  pregnancy.  The  patient,  a  well  developed 
and  otherwise  healthy  woman,  in  very  poor  circumstances 
and  in  the  sixth  month  of  her  eighth  pregnancy,  first  came 
under  my  notice  on  5th  October,  1889.  According  to  her 
account,  she  had  suffered  from  severe  and  frequent  headaches 
for  two  months  previously,  but  it  was  not  more  than  three 
weeks  ago  that  excessive  sickness  and  vomiting  had  super- 
vened. She  said  that  she  caught  a  cold  about  this  time,  which 
produced  symptoms  of  coryza,  a  feeling  of  cold  in  the  back, 
with  frequent  and  painful  micturition,  followed  in  a  day  or 
two  by  nausea  and  vomiting.  For  the  last  fortnight  scarcely 
anything  had  stayed  down  ;  and  she  had  been  harassed  with 
vomiting  at  all  hours  of  the  day  and  night,  and  been  obliged 
to  keep  her  bed.  For  the  last  three  weeks  she  had  slept  very 
badly,  scarcely  getting  any  sleep  at  all  some  nights,  and  had 
had  frequent  headaches  and  giddiness.  Bowels  rather  con- 
stipated ;  troubled  with  acidity  and  heartburn  ;  had  had  a 
slight  tickling  cough  for  a  few  days  past ;  had  sometimes  felt 
palpitation  ;  had  suffered  from  weakness  and  breathlessness, 

*  Read  before  the  Obstetrical  and  Gyngscological  Society  of  Glasgow, 
26th  March,  1890. 
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with  great  disinclination  for  exertion.  From  her  account,  she 
appears  to  have  noticed  her  skin  to  become  pigmented  before 
this  final  pregnancy  occurred.  She  stated  that  a  miscarriage 
at  the  third  month  had  preceded  this  last  conception  by  a 
month,  and  it  was  before  the  expiry  of  this  month  that  she 
observed  her  face  and  hands  become  yellow ;  while  yellow 
spots  appeared  on  various  parts  at  the  same  time.  The 
colouration  first  appeared  in  spots  on  the  back  of  the  hands 
and  exposed  parts  of  the  forearms,  and  these  coalesced  to 
form  large  irregular  patches ;  but  it  invaded  the  skin  of  the 
face  in  a  more  uniform  manner.  Two  months  after  these 
parts  had  become  thus  darkened  in  colour,  she  observed  dark 
spots  on  the  front  of  the  thighs,  which  soon  extended  to  the 
iliac  regions,  and  finally  round  the  loins. 

On  first  visiting  her  I  found  the  tongue  furred;  P.,  104; 
T.,  normal ;  no  acceleration  of  the  breathing.  The  face  was 
of  a  nearly  uniform  dusky  yellow  colour,  which  was  somewhat 
deepest  just  over  the  cheek  bones.  This  duskiness,  as  has 
generally  been  observed  in  such  cases,  terminated  very 
abruptly  at  the  margin  of  the  roots  of  the  hair,  under  which 
the  skin  was  by  comparison  quite  pale.  The  conjunctivce 
were  not  noticeably  yellow,  and  the  colouration  of  the  skin 
was  not  like  that  of  jaundice.  The  exposed  parts  of  the  fore- 
arms and  the  backs  of  the  hands  were  nearly  covered  with 
irregular  dark  patches,  even  deeper  in  hue  than  the  skin  of 
the  face.  Finally,  a  continuous  band  of  the  same  pigmenta- 
tion, irregular  at  the  edges,  and  two  or  three  inches  broad, 
extended  all  round  the  loins,  terminating  on  the  front  of  the 
thighs  and  abdomen. 

A  specimen  of  the  urine  was  obtained  the  same  day,  and 
found  to  be  feebly  acid  ;  of  sp.  gr.  1,015  ;  slightly  turbid,  but 
not  purulent.  Let  me  here  state,  once  for  all,  that  in  further 
testing  these  urines  for  albumen  and  mucin,  10  cc.  was  the 
quantity  taken,  and  a  test  tube  three  quarters  of  an  inch  in 
diameter  was  used.  With  heat,  and  from  one  to  five  drops  of 
acetic  acid,  it  gave  a  precipitate  of  albumen  the  size  of  a 
boy's  marble,  but  a  perfectly  clear  supernatant   liquid   was 
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never  obtained,  although  the  opalescence  after  filtering  was 
but  slight.  Heat  and  picric  acid  gave  an  identical  result 
with  the  former,  but  the  cold  acid  produced  only  a  slight  haze 
in  the  urine,  which  did  not  become  flocculent  nor  form  a 
deposit,  even  after  standing  for  hours.  One  cc.  of  cold  acetic 
acid,  on  the  other  hand,  gave  a  flocculent  precipitate,  very 
nearly  as  large  as  had  been  thrown  down  by  heat.  When 
this  result  with  acetic  acid  was  diluted  with  water,  it  did  not 
become  as  clear  as  the  specimen  tested  with  the  cold  picric 
acid  until  eight  volumes  of  the  diluent  had  been  added. 

It  was  this  discrepancy  between  the  effects  of  cold  acetic 
and  picric  acids  that  led  me  to  test  this  urine  for  hemi-albu- 
mose.  This  may  seem  strange  to  many,  for  this  body  is 
precipitable  by  picric  acid,  and  the  failure  of  reaction  in  this 
case  appeared  rather  to  prove  its  absence.  But,  from  previous 
experience  in  testing  for  proteids  in  the  urine,  I  suspected 
that  the  large  quantity  of  mucin  (as  I  regarded  it)  which  I 
had  found  this  urine  to  contain  might,  with  certain  proportions 
of  acid,  yield  the  reaction  of  hemi-albumose  with  heat.  It 
may  here  be  stated  that  this  urine  came  under  examination 
in  the  course  of  a  special  and  lengthy  investigation  which  I 
had  undertaken  as  to  the  distinction  between  albumen  and 
mucin  in  the  urine.  This  had  already  led  me  to  the  con- 
clusion that  the  latter  protean  substance  is  frequently  mistaken 
both  for  albumen  and  a  trace  of  peptone,  and  I  now  for  the 
first  time  conceived  the  possibility  of  the  same  body  in  suffi- 
cient quantity  being  convertible  into  hemi-albumose  by 
heat  and  acid.  I  do  not  mean,  however,  to  enter  into  the 
question  of  the  differentiation  of  the  albumens  of  the  urine  on 
the  present  occasion,  but  only  intend  to  show  that  this  urine 
contained  what  has  been  accepted  by  others  as  hemi- 
albumose. 

The  method  of  testing  was  the  well-known  one  of  adding 
a  certain  proportion  of  acid,  and  boiling.  When  to  rather 
more  than  half  an  ounce  of  this  urine  in  a  wide  test  tube,  a 
few  drops  (four  or  five)  of  strong  sulphuric,  or  other  mineral 
acid,  were  added  gradually  a  considerable  flocculent  precipi- 
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tate  fell,  which  entirely  disappeared  below  the  boiling  point 
with  the  exception  of  a  faint  turbidity,  and  reappeared  in  the 
flaky  form  on  again  ^cooling.  There  could  be  no  doubt  that 
this  body  was  hemi-albumose ;  the  only  question  was  whether 
it  had  pre-existed  as  such  in  the  urine,  and  had  not  been 
formed  by  the  acid  and  heat  from  some  other  body  ?  If  the 
latter,  it  could  not  be  from  albumen,  as  the  quantity  of  acid 
here  employed  would  invariably  form  a  soluble  acid  albumen 
with  heat,  not  precipitable  on  cooling.  Besides,  as  I  deter- 
mined by  nitric  acid  and  dilution,  the  urine  did  not  contain 
sufficient  albumen  to  yield  this  large  precipitate,  whilst  it  was 
estimated  that  there  was  four  times  more  mucin  than  albumen 
present.  My  opinion  was,  that  this  mucin  was  convertible 
into  hemi-albumose,  just  as  albumen  is ;  the  only  differ- 
ence being  in  the  different  quantities  of  acid  required  to  do 
this  with  the  several  substances.  The  body  thus  produced 
was  capable  of  further  conversion  into  acid  albumen  by 
prolonged  action  of  the  acid,  for  after  repeated  boiling  and 
cooling  it  was  found  no  longer  to  give  a  precipitate  in  the  cold. 
This  solution  now  gave  a  large  precipitate  with  picric  acid  in 
the  cold  ;  hence  it  may  be  asked,  if  this  acid  albumen  had 
been  produced  from  what  was  serum-albumen  or  hemi-albu- 
mose in  the  first  instance,  why  had  this  reagent  failed  to  throw 
down  this  same  precipitate  in  the  urine  ?  It  may  be  added 
that  the  precipitate  obtained  with  heat  and  careful  acidula- 
tion  with  acetic  acid,  consisted  of  both  the  albumen  and  mucin 
(or  hemi-albumose)  present,  and  that  the  filtrate  from  these 
gave  no  hemi-albumose  reaction.  I  need  hardly  remark  that 
the  sulphuric  acid  required  to  be  added  cautiously  to  the  urine, 
as  the  precipitated  mucin  was  readily  soluble  in  excess.  The 
urine  was  found  to  give  the  same  reaction  for  several  days 
afterwards. 

On  the  following  day  the  urine  of  twenty-four  hours  was 
carefully  collected  and  found  to  amount  to  18  ozs,  of  sp.  gr. 
1,017.  I  intended  to  estimate  the  urea  in  this  sample,  but 
unfortunately  did  not  find  the  opportunity,  although  it  is  plain 
it  must  have  been  much  below  normal. 
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I  think  it  is  not  improbable  that  aceto-acetic  (or  diacetic) 
acid,  of  which  more  remains  to  be  said  in  my  second  case, 
may  have  been  present  in  this  urine  also,  but  as  I  did  not  test 
for  it  till  the  patient  was  taking  sodium  salicylate,  which  gives 
a  deep  red  colour  with  ferric  chloride,  not  to  be  distinguished 
from  that  given  with  the  same  reagent  by  the  above  named 
acid,  I  cannot  positively  say  so.  The  urine  was  several  times 
examined  for  tube  casts,  but  none  were  found. 

The  treatment  of  this  case  consisted  in  the  administration 
of  Nestle's  Milk  Food,  and  for  the  first  two  days,  of  five-grain 
doses  of  chloral  every  four  hours — a  remedy  which  I  have 
often  found  to  act  very  beneficially  in  various  forms  of  albu- 
minuria. Two  days  afterwards,  however,  the  small  quantity 
of  urine  excreted  induced  me  to  prescribe  sodium  salicylate, 
with  the  view  of  stimulating  the  hepatic  functions,  and  in- 
creasing the  elimination  of  urea.  On  the  same  day  a  sample 
of  the  urine  was  again  tested,  and  I  found  the  albumen  and 
mucin  so  much  diminished  that  I  would  have  continued  the 
chloral  had  I  done  this  testing  beforehand.  The  patient, 
however,  continued  to  make  equally  satisfactory  progress  on 
the  salicylate,  and  within  a  week  the  albuminuria  had  ceased, 
the  quantity  of  urine  passed  had  risen  to  nearly  normal,  and 
the  patient  could  take  and  retain  a  fair  amount  of  food.  She 
continued  well  till  the  full  term,  when  she  was  delivered  of  a 
healthy,  well  developed  child.  I  saw  her  a  week  ago,  and  the 
chloasma  had  decreased  on  the  face,  and  almost  entirely  dis- 
appeared from  the  forearms,  but  she  said  it  was  still  marked 
round  the  loins.  She  enjoys  good  health,  and  can  suckle  her 
child. 

Case  II. — Mrs.  B,,  aet.  thirty-four,  was  first  seen  on  30th 
October,  1889,  when  she  was  in  the  sixth  month  of  her  ninth 
pregnancy.  She  had  generally  enjoyed  good  health,  but  had 
suffered  from  an  inflammation  of  the  left  lung  two  years  ago 
when  suckling,  which  confined  her  six  weeks  to  bed,  and  from 
which  she  did  not  fully  recover  for  a  month  longer.  For  a 
period  of  two  or  three  days  during  this  illness  she  had 
vomited   incessantly.      Throughout   the  present   pregnancy. 
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except  the  first  month,  she  had  suffered  from  morning  sick- 
ness and  vomiting,  which  seemed  to  surprise  her,  as  she  had 
been  remarkably   free   from    these   troubles   in   all   previous 
pregnancies.     In  July  last  she  had  been  very  bad,  and  on  the 
point  of  calling  a  doctor;  at  that  time  she  suffered  much  from 
thirst  and  frequent  micturition,  passing  urine  in  small  driblets, 
with   heat   and    irritation,  and   often   highly  coloured.      On 
Saturday  last  (four  days  before  my  visit)  she  had  been  very 
thirsty  all  day,  and  drank  water  freely,  but  all  was  rejected 
by  vomiting.     Since  that  time  she  had  vomited  frequently, 
and  at  all  hours  of  the  day.     From  her  description,  it  ap- 
peared that  everything,  even   water,  was   rejected  instantly, 
and  apparently  before  it  had  gone  further  than  the  pharynx, 
by  a  convulsive  movement.     Nothing  had   stayed  down  for 
the  last  four  days.     On  Saturday  she  had  experienced  a  cold 
"  creepy  "  feeling,  and  her  nose  "  ran."     On  the  previous  day 
she  had  washed  the  stair,  got  heated,  and  believes  she  caught 
cold  afterwards.     She  has  been  breathless  during  the  whole 
of  this  pregnancy    and  could,  with  difficulty  come  up-stairs, 
and  has  also  suffered  frequently  from  palpitation,  which  she 
described  as  a  "  beating  and  knocking  "  at  the  heart.      The 
vomited  matters  have  a  sour  taste;  she  is  not  thirsty;  has  not 
been  habitually  constipated,  generally  having  an  evacuation 
twice  a  day.     Says  her  urine  has  been  very  scanty,  and  that 
to-day  she  has  only  passed  half  a  tumblerful  since  morning 
(it  is  now  4.30  p.m.).     Two  days  ago  she  took  some  castor  oil, 
which  caused  a  feeling  of  disgust,  and  after  that  she  first 
noticed  that  her  urine  had  a  jaundiced  appearance. 

On  examination,  the  skin  and  the  conjunctivae  presented 
a  decided,  but  not  deep,  jaundiced  tint.  Tongue  coated  ; 
rather  pale.  Dry  rales  heard  extensively  over  the  chest, 
anteriorly  and  posteriorly ;  no  dulness  anywhere  on  percus- 
sion. Heart's  action  quick  and  forcible ;  no  murmur  heard. 
Hepatic  dulness  normal.  Pulse,  124;  respiration,  24;  temp- 
erature, 99.4°. 

31^-^  October. — To-day  it  was  further  elicited  that  she  had 
slept  none  since  the  attack  on  Saturday,  having  had  a  wild 
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feeling  of  excitement  about  the  head,  apparently  caused  by 
a  convulsive  action  (singultus)  proceeding  upwards  from  the 
chest,  and  which  rendered  sleep  impossible.  She  experienced 
a  peculiar  respiratory  distress,  and  could  not  lie  down  from 
a  feeling  of  impending  suffocation.  She  had  vomited  very 
badly  this  forenoon,  the  ejected  matters  having  a  bilious 
appearance.  The  bowels  had  moved  twice  with  rheubarb 
pills.     Pulse,  120;  temperature,  99°  Fahr. 

During  these  last  two,  and  the  two  following  days,  the 
treatment  consisted  in  relieving  the  bowels  by  pills,  and  sub- 
sequently, in  subduing  convulsive  movements  by  small  doses 
of  morphia,  for,  until  this  was  done,  it  was  found  impossible 
for  her  to  retain  any  other  medicine.  On  ist  November 
she  vomited  severely  in  the  forenoon,  but  had  slept  some  for 
the  first  time  on  the  previous  night,  and  had  retained  a  little 
beef  tea,  and  milk  and  soda  water.  She  breathed  more 
easily,  and  the  temperature  had  fallen  to  normal,  and  there 
were  fewer  rales  to  be  heard  over  the  chest.  On  the  3rd 
when  it  was  found  she  could  retain  it,  a  mixture,  containing 
five  grains  of  chloral  and  one  drop  of  liq.  glonoine,  was  pre- 
scribed. 

The  following  are  the  principal  points  in  regard  to  the 
state  of  the  urine  to  which  I  wish  to  direct  your  attention: — A 
specimen  obtained  on  the  evening  of  the  30th  October  was 
distinctly  icteric,  containing  bile  acids  and  pigments ;  had  a 
slight  mucinous  turbidity;  of  marked  acidity;  sp.  gr.,  1,021. 
Passing  over  the  tests  which  proved,  in  my  opinion,  that  it 
contained  only  a  small  and  even  doubtful  trace  of  albumen 
but  a  sufficient  quantity  of  mucin  to  give  the  hemi-albumose 
reaction,  let  me  proceed  at  once  to  the  latter  point,  for  the 
testing  in  this  case  showed  a  possible  source  of  fallacy  which 
perhaps  has  not  hitherto  been  pointed  out.  The  few  drops  of 
sulphuric  acid  produced  an  instantaneous  and  bulky  precipi- 
tate, filling  the  entire  volume  of  liquid  in  the  tube.  This  was 
easily  found  to  consist  largely  of  urates,  as  well  as  the  pre- 
cipitated mucin ;  the  distinction  being  readily  made  by  the 
lower  temperature  at  which  the  former  disappeared  on  heating 
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as  compared  with  the  latter.  Obviously,  however,  had  the 
precipitate  consisted  of  urates  alone,  a  mistake  might  readily 
have  been  made  had  this  point  been  overlooked.  In  such 
cases  a  good  plan  would  be  to  heat  to  a  point  at  which  the 
urates  could  not  be  precipitated  before  adding  the  acid.  The 
hemi-albumose  reaction  was  obtained  in  a  marked  form  until 
the  3rd  November,  but  on  the  4th  it  is  described  as  being  not 
very  perfect,  or  even  doubtful,  and  the  quantity  of  mucin  in 
the  urine  was  now  much  reduced. 

The  first  specimen  of  this  urine  treated  by  ferric  chloride 
(and  before  the  patient  was  taking  any  sort  of  medicine)  gave 
such  a  deep  red  colour  with  this  reagent  that  the  liquid 
required  dilution  with  six  volumes  of  water  before  it  became 
even  translucent.  As  you  are  all  aware,  this  reaction  is  now 
relied  on  as  proving  the  presence  of  aceto-acetic  (or  diacetic) 
acid  in  the  urine,  provided  the  patient  is  taking  no  medicine 
which  might  strike  a  similar  colour  with  the  reagent.  Of 
such  drugs,  Legal  has  mentioned  thalline,  antipyrine,  salicylic 
acid  and  phenal ;  while  to  these  Le  Nobel  has  added,  /3- 
oxybutyric  acid,  thiocyanates,  and  acetic  and  formic  acid 
compounds.^  To  these  might  be  added  iodide  of  potassium 
which  gives  a  red  colour  with  the  reagent,  and  perhaps  a 
good  many  other  drugs.  The  question  of  the  occurrence  of 
this  body,  and  of  acetone,  into  which  it  is  readily  decom- 
posed in  the  blood  and  urine,  is  an  interesting  one,  and  one 
about  which  there  probably  remains  a  good  deal  to  be 
learned.  When  this  case  came  under  my  notice  I  had  not 
much  experimental  knowledge  of  the  subject,  and  in  view  of 
the  numerous  tests  proposed  for  acetone  in  the  urine,  and  the 
confusing  and  contradictory  statements  of  different  writers  in 
regard  to  these  bodies,  I  thought  it  wise  to  limit  my  observa- 
tions mainly  to  the  ferric  chloride  reaction,  said  to  indicate 
the  presence  of  diacetic  acid.  Besides,  if  the  acetone  in  the 
urine  be  derived  from  this  acid,  diaceturia  is  the  more  impor- 
tant condition,  generally  implying  also  the  existence  of 
acetonuria. 

'  Quoted  from  MacMunn's  Clinical  CItemistry  of  the  Urine,  p.  197. 
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According  to  Roscoe  and  Schorlemmer/  aceto-acetic  (or 
diacetic)  acid  has  the  formula  CH3,  CO,  CHg,  COgH,  and  is 
not  known  in  the  free  state.  Ethers  of  it  are,  however, 
known,  and  the  body  we  have  to  consider  is  one  of  these — 
viz.,  ethyl  acetacetate,  or  diacetate  (called  by  some  ethyl- 
diacetic  acid),  in  which  the  atom  of  H  in  the  COgH  group  is 
replaced  by  ethyl  (C2H5),  thus  : — 

CH3  CO  CH,  CO,  (C2  H3),=C6  Hio  O3. 
Another  point  which  it  is  important  to  bear  in  mind  is,  that 
under   the  influence   of  strong   acids   and  alkalies,   and   by 
taking  to  itself  one  molecule  of  water,  this  body  may  be  split 
up  into  acetone  and  alcohol : — 

Cfi  Hio  03+H20=C3  H,0  +  C2  HgO  +  CO.. 

(Acetone.)     (Alcohol.) 

According  to  my  experience,  colour  reactions  are  never 
very  delicate,  and  are  often  liable  to  fallacies.  Thus,  in  the 
present  instance,  the  colour  which  ferric  chloride  gives  in  the 
urines  under  consideration  is,  as  far  as  I  have  observed,  a  red, 
browny  purplish  in  its  deeper  tints ;  whilst  Roscoe  and 
Schorlemmer  state  that  the  same  reagent  strikes  a  violet 
colour  with  ethyldiacetate  as  chemically  prepared.  And  here 
it  may  be  mentioned  that  some  have  denied  that  the  ferric 
chloride  reaction  in  the  urine  is  due  to  diacetic  acid,  but  is 
caused  by  some  body  still  unknown.  However  this  may  be, 
there  can  be  no  doubt  that  it  indicates  at  least  an  abnormal 
condition,  and  one  generally  connected  with  grave  constitu- 
tional states.  In  these  circumstances,  it  behoves  us  to  state 
accurately  the  facts  observed,  leaving  explanations,  if  such  are 
not  yet  forthcoming,  to  future  research. 

This  urine,  then,  gave  a  distinct  ferric  chloride  reaction 
for  six  days,  being  pronounced  on  4th  November,  and  failing 
to  appear  next  day.  Two  days  after  it  was  first  observed, 
when  the  colour  produced  with  the  reagent  was  still  deep,  but 
less  than  at  first,  some  of  the  urine  was  acidulated  with  hydro- 
chloric acid  and  distilled  over,  the  liquid   being  allowed   to 

'  Treatise  on  Chemistry.  Vol.  iii.  Part  II.  Organic  Chemistry 
p.  172. 
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come  to  the  boiling  point,  and  the  distillate  gave  the  same 
reaction  beautifully.     I  was  surprised  at  this,  as  it  is  stated 
in  Neubauer  and  Vogel  "  On  the    Urine,"  ^  that  acetic  acid 
ether  (ethyl-diacetic  acid)  has  never  yet  been  separated  from 
the  urine,  either  by  distillation  or  extraction  with  ether.     I 
can  only  account  for  the  result  in  my  case  by  supposing  that 
it  existed  in  very  large  quantity  in  the  urine,  and  therefore 
was  not  all  decomposed  into  alcohol  and  acetone ;  but  that  a 
sufficient  quantity  to  give  a  distinct  reaction  came  over  un- 
changed.    The  colour  obtained  in  this  distillate  was  purplish 
becoming  red  on  boiling,  and  finally  brownish.     And  here  a 
few  remarks  might   be  made  on  the   effect  of  heat  on   the 
colour  produced   by   ferric  chloride.     It   is  said  that  it  dis- 
appears with  heat,  and  after  standing  some  time ;  but  I  found 
it  so  variable  in  these  respects  that   I  was  for  a  time  very 
much  puzzled.     After  a  good  many  observations  in  different 
cases,  it  appeared  that  it  only   disappeared  on  boiling  if  a 
quantity  of  ferric  chloride  insufficient  to  produce  the  maxi- 
mum effect  had  been  used,  and  that  with  a  sufficient  quantity 
or  an  excess  it  did  not  do  so,  or  at  least,  not  immediately  nor 
perfectly.     I  generally  found,  when  the  colour  was  discharged 
at  a  boiling  temperature,  that  the  further  addition  of  the  re- 
agent restored  it,  and  that  at  last  a  point  was  reached  when  it 
was  not  quite  destroyed  by  heat.     At  the  same  time,  it  should 
be  stated  that  the  colour  in  some  of  these  cases  might  be  due 
to  the  further  production  of  a  dark  precipitate,  for  the  liquid 
was  sometimes  quite  pale  after  filtering.     Owing  to  this  second 
precipitate  forming,  the  colour  seemed  sometimes  to  increase 
rather  than  diminish  on  boiling. 

Incidentally,  although  it  is  somewhat  of  a  digression,  I 
am  tempted  to  mention  an  effect  produced  by  ferric  chloride, 
not  only  in  this,  but  in  all  urines,  which  I  think  has  not  been 
previously  noticed.  When  added  to  the  urine  a  bulky  preci- 
pitate falls,  containing  phosphates  ;  but  I  have  seen  no  refer- 
ence to  the  fact  that  the  chloride  itself  is  decomposed,  being 

*  Eighth  edition,  part  i.,  p.  187. 
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partly  reduced,  no  doubt,  to  ferrous  chloride,  as  happens 
when  it  is  used  to  deodorize  sewage  ;  ^  while  it  would  also 
appear  from  the  colour  of  the  precipitate,  that  some  hydrated 
peroxide  is  thrown  down.  But  the  point  to  which  I  wish  to 
draw  special  attention  is  this,  that  at  the  same  time  there  is 
developed  in  the  urine  a  wonderful  degree  of  viscidity,  so 
that  the  precipitated  phosphates  can  scarcely  be  filtered 
away.  I  had  long  observed  this  before  it  occurred  to  me 
to  try  the  frothing  power  of  the  fluid  after  adding  ferric 
chloride,  and  to  my  surprise  I  found,  on  doing  so,  that  the 
urine  now  frothed  as  well  as  any  albuminous  urine  I  had 
ever  tried.  This  did  not  depend  on  the  precipitate,  as  the 
property  was  retained  after  filtering  this  away.  It  was 
destroyed  by  boiling,  and  by  a  mineral  acid,  but  in  the 
latter  case  was  restored  by  alkali.  To  what  was  this  remark- 
able phenomenon  due  ?  Not  to  the  presence  of  the  colloid 
body,  the  hydrated  peroxide,  for  I  found  that  when  this  was 
thrown  down,  either  by  adding  alkali  or  by  dialysis  (as  was 
first  done  by  Graham),  no  frothing  power  was  developed.  It 
could  only  be  caused,  therefore,  by  an  action  on  some  of  the 
organic  matters,  probably  on  some  of  the  extractives.  At 
first  it  appeared  probable  that  mucin  was  the  body  whose 
frothing  power  and  viscidity  were  thus  so  greatly  increased. 
But  this  supposition  was  negatived  by  the  fact  that  on 
dialysing  the  urine  (after  which  most  of  this  body  was 
retained),  the  effect  of  ferric  chloride  was  much  diminished, 
and  by  the  fact  that  the  reagent  had  no  effect  at  all  on  the 
frothing  power  of  bile.  Although  this  phenomenon  did  not 
directly  depend  on  the  peroxide  of  iron,  it  seemed,  never- 
theless, to  be  essentially  connected  with  the  production  of 
this  substance,  and  this  perhaps  explained  why  the  effect  was 
again  lost  by  adding  a  mineral  acid,  by  which  the  oxide  was 
again  converted  into  chloride,  sulphate,  &c. 

This  observation  seems  not  without  interest  as  bearing  on 
the  local  action  of  styptics.      The  effect  of  ferric  chloride, 

^  Miller's  Chemistry,  part  ii.,  Inorganic.    P.  643. 
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lead  acetate  and  alum,  is  generally  attributed  simply  to  their 
power  of  coagulating  albumen,  I  believe  that  ferric  chloride 
and  alum  at  least  have  an  influence  of  quite  a  different  kind, 
and  which  has  not  been  recognised.  A  precipitate  or  coagu- 
lum  of  albumen  has  often  less  power  of  arresting  the  filtra- 
tion of  a  liquid  than  that  which  is  exercised  by  a  small 
quantity  of  mucin  in  solution.  Every  one  must  have  ob- 
served that  when  an  albuminous  urine  on  boiling  gets  into  a 
sort  of  gelatinous  form  (for  want  of  proper  acidulation),  it  is 
more  viscid  and  difficult  to  filter  than  if  the  albumen  had  all 
been  perfectly  coagulated.  It  is  to  the  production  of  vis- 
cidity, therefore,  whether  in  the  coagulated  albumen  or  in  the 
liquid,  that  the  styptic  effect  of  ferric  chloride  and  alum  is 
mainly  due.  The  latter  has  a  similar  effect  on  the  urine  to 
the  former,  and  I  have  found  that  the  frothing  power  of  all 
forms  of  albumen  and  peptone  is  increased  by  them.  When 
we  further  consider  that  they  can  communicate  this  property 
to  normal  urine,  which  otherwise  is  almost  destitute  of  it,  we 
readily  see  the  importance  of  this  fact  in  explaining  their 
action.  This  also  explains  why  preparations  of  ferric  chloride 
containing  too  much  free  hydrochloric  acid  are  inferior  as 
styptics  ;  its  presence,  of  course,  preventing  the  deposition  of 
the  hydrated  peroxide,  and  the  consequent  effect  on  the 
organic  matters.  This  does  not  seem  to  be  generally  known, 
for  although  Squire  says  that  by  evaporating  down  the  liquor 
ferri  perchlor.  to  half  its  bulk,  we  get  rid  of  much  of  the  free 
acid,  and  thus  obtain  a  better  styptic,  I  find  that  such  a 
preparation  is  not  to  be  obtained  from  the  Apothecaries' 
Hall  here,  and  I  suppose  few,  if  any,  surgeons  make  it  for 
themselves. 

Owing  to  the  administration  of  purgatives  at  the  begin- 
ning of  this  case,  and  the  great  distress  of  the  patient,  the 
total  daily  quantity  of  urine  passed  was  not  obtained  till  the 
6th  November,  when,  however,  the  ferric  chloride  reaction 
was  still  distinct,  but  could  not  be  got  after  distillation.  The 
patient  had  been  taking  chloral  and  nitro-glycerine  for  three 
days,  and  although  she  had  vomited  several  times  on  the 
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morning  of  the  previous  day,  was  a  good  deal  better.  The 
urine  of  twenty-four  hours  (from  5th  to  6th)  amounted  to 
thirty-six  ounces,  and  is  thus  described  in  my  notes : — 
Turbid ;  jaundiced  tint ;  putrid,  peculiar  odour ;  of  faint 
acidity;  sp.  gr.  1,014  5  ferric  chloride  reaction  marked  (colour 
disappearing  with  heat  when  an  excess  of  the  reagent  was 
not  used)  ;  mucin  only  in  small  quantity,  and  hemi-albumose 
reaction  gone.  Urea  (estimated  by  the  ureometer  at  65° 
F.=  i.04  per  cent,  or  164.736  grains  daily.  A  second  trial 
gave  1.06  per  cent.,  or  167.9  grains  daily.  On  the  Sth  the 
patient  was  ordered  five  grains  of  sodium  salicylate  four 
times  a  day,  and  a  sample  of  urine  obtained  on  the  loth 
contained  1.72  per  cent,  of  urea.  If  any  inference  had  been 
drawn  from  this,  however,  as  to  the  total  excretion  in  twenty- 
four  hours,  it  would  have  been  utterly  fallacious,  for  the 
twenty-four  hours'  urine  from  12th  to  13th  being  collected, 
amounted  only  to  thirty-eight  and  a-half  ounces  ;  sp.  gr. 
1,013;  urea,  only  i  per  cent;  total,  17 1.6  grains  daily.  At 
the  same  time  I  found,  on  inquiry,  that  the  patient  (partly 
from  her  poverty)  had  been  taking  her  medicine  very  irre- 
gularly, and  after  furnishing  her  with  a  free  supply,  which 
she  took  regularly  for  a  week,  the  urea  was  again  estimated. 
The  twenty-four  hours'  urine  on  this  occasion  was  thirty 
ounces;  sp.  gr.  1,017;  urea=i.4  per  cent.,  or  184  grains 
daily.  Hence,  there  was  but  slight  increase  under  the  sali- 
cylate, and  perhaps  a  larger  dose  might  have  been  given  ; 
while  it  will  be  observed  that  the  percentage  was  less  than 
the  specific  gravity  would  have  led  us  to  expect  I  have 
only  to  add  that  no  glucose  was  found  in  the  urine  in  either 
of  the  above  cases,  and  that  no  tube  casts  were  seen  in  the 
deposit,  although  search  was  made  for  them  several  times. 

The  improvement  in  the  last  patient  was  much  less  com- 
plete and  satisfactory  than  in  the  first.  Nevertheless,  in  little 
more  than  eight  days  all  the  worst  symptoms — the  singultus, 
sleeplessness,  excitement,  and  embarrassed  respiration  had 
disappeared,  and  the  patient  went  on  to  the  full  term, 
although  suffering  all  the  time  from  morning  sickness,  and 
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often  vomiting.  Seen  about  a  week  ago  (six  weeks  after 
delivery)  she  stated  that  her  health  was  still  but  indifferent, 
and  that  she  was  liable  to  faintness  and  sickness,  but  had 
never  actual  vomiting.  The  child  was  stillborn,  but  she  said 
it  was  the  largest  she  had  ever  had,  and  that  foetal  move- 
ments were  quite  vigorous  before  labour  set  in.  The  pains 
were  not  of  the  ordinaiy  kind ;  she  had  a  constant  pressing 
and  pain  in  the  back ;  felt  often  very  faint ;  and  the  expul- 
sion of  the  placenta  was  accompanied  with  numerous  large 
clots.  Apparently  the  death  of  the  foetus  was  caused  by 
premature  separation  of  the  placenta,  and  internal  ante- 
partum haemorrhage. 

The  references  to  be  found  in  our  standard  text-books  to 
the  state  of  the  urine  in  the  severe  vomiting  which  sometimes 
supervenes  in  the  later  months  of  pregnancy  are  both  meagre 
and  unsatisfactory.  Barnes  does  much  better  justice  to  the 
subject  than  any  other  author  I  have  read,  and  gives  promi- 
nence to  its  connection  with  albuminuria  (as  first  pointed  out 
by  Sir  James  Simpson)  ;  with  diminished  excretion  of  urea ; 
with  alcoholism ;  but  more  especially  with  various  other 
forms  of  blood-poisoning.  I  have  not  been  able  to  find, 
however,  any  reference  to  the  occurrence  of  hemi-albumose 
or  of  ethyl-diacetic  acid  in  the  urine  in  this  serious  condition. 
Obviously,  if  this  form  of  vomiting  be  connected  with  some 
special  variety  of  albuminuria,  it  becomes  important  to  de- 
termine this,  for  it  is  quite  common  to  meet  with  cases  of 
acute  nephritis,  attended  with  copious  albuminuria  and 
dropsy,  but  without  any  sickness  or  vomiting  whatever.  As 
I  have  already  said,  the  body  which  gave  the  hemi-albumose 
reactions  was  mucin,  for  I  do  not  know  a  single  reaction  to 
distinguish  it  from  the  same  substance  as  found  in  normal 
urine.  I  feel  certain  it  is  the  very  same  body  which  Dr.  Pavy 
describes  as  a  form  of  albumen  precipitable  by  an  organic 
acid  in  the  cold,  and  so  often  found  in  functional  albuminuria. 
Given  its  occurrence  in  any  case  in  sufificient  quantity  to  yield 
a  flocculent  precipitate  with  acetic  acid,  and  I  believe  it  will 
always  be  found  to  give  also  the  hemi-albumose  reaction  if 
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tested  as  above.  Evidently,  unless  so  tested,  it  may  pass  for 
ordinary  albumen,  as  it  gives  a  flaky  precipitate  with  heat  and 
proper  acidulation,  after  the  removal  of  which  no  hemi-albu- 
mose  reaction  can  be  obtained. 

The  appearance  of  hemi-albumose  in  the  urine  has  been 
generally  attributed  to  interference  with  the  cutaneous  func- 
tions. An  observation  which  I  made,  however,  in  a  case  of 
jaundice  from  obstruction,  showed  very  conclusively  that  it 
may  be  the  direct  and  immediate  consequence  of  hepatic 
disturbance.^  In  this  case,  after  the  first  severe  symptoms 
had  subsided,  and  when  the  jaundice  was  but  moderate  in 
degree,  the  urine  was  found  to  contain  but  a  trace  of  albumen, 
and  a  quantity  of  mucin  insufficient  to  give  the  hemi-albu- 
mose reaction  ;  and,  further,  to  be  quite  free  from  tube-casts. 
Suddenly  acute  symptoms  of  obstruction  again  set  in,  the 
biliary  colic  requiring  an  instant,  but  only  one,  dose  of 
morphia  (about  30  mins.  liq.  morph.  hydrochlor.).  In  a  few 
hours  the  jaundiced  tint  of  the  skin  and  urine  was  trebled  in 
intensity,  and  the  first  stool  afterwards  was  clay  coloured. 
The  urine  was  now  literally  loaded  with  tube-casts,  gave  a 
large  precipitate  with  acetic  acid,  and  yielded  the  hemi-albu- 
mose reaction  in  the  most  perfect  manner.  In  a  few  days, 
as  the  jaundice  diminished,  the  hemi-albumose  and  tube-casts 
disappeared  from  the  urine.  How  reasonable  to  suppose, 
therefore,  that  hepatic  disturbance  may  have  been  the  starting- 
point  in  the  production  of  the  same  phenomenon  in  the  above 
two  cases  also  ? 

As  already  remarked,  I  am  inclined  to  believe  that  diace- 
turia  existed  in  the  first  of  these  cases  as  well  as  the  second. 
What  was  the  relationship  between  these  two  conditions  of 
the  urine,  and  what  the  connection  of  either  with  the  excessive 
sickness  and  vomiting?  The  symptoms  in  the  second  case 
above  recorded  are  remarkably  like  those  of  the  initial  stage 
of  diabetic  coma  in  its  commonest  form,  as  described  by  Dr. 

M  do  not  know  whether  hemi-albumosuria  has  been  previously 
noticed  in  jaundice,  and  it  is  not  mentioned  in  the  last  edition  (8th)  of 
Neubauer  and  Vogel. 
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Dreschfeld ;  ^  prominent  among  these  being  nausea,  vomiting, 
excitement,  and  embarrassed  respiration.  Vomiting  seems  to 
be  a  very  constant  symptom  when  diaceturia  exists.  Dr. 
Churton  has  published  such  a  case,  in  which  the  probable 
diagnosis  was  jaundice  from  impacted  gall-stone.  ^  This 
being  the  first  recorded  case  of  the  kind,  the  question  arose 
did  the  diaceturia  depend  on  some  affection  of  the  nervous 
system  resembling  that  of  late  diabetes,  and  was  an  explora- 
tory operation,  therefore,  contra-indicated  ?  No  operation 
was  attempted ;  the  patient  gradually  sank  and  died,  and  no 
post-mortem  was  obtained.  A  case  lately  under  my  care, 
in  which  jaundice  from  obstruction  was  accompanied  with 
diaceturia,  throws  an  interesting  light  on  this  question.  This 
patient,  a  female,  set.  fifty-six,  was  jaundiced  for  ten  weeks, 
during  which  she  passed  numerous  gall-stones,  and  throughout 
this  period  the  urine  gave  the  characteristic  colour  with  ferric 
chloride,  while  on  distilling  after  acidulation  with  hydro- 
chloric acid,  the  iodoform  reaction  was  readily  obtained  with 
caustic  potash  and  iodine,  indicating  the  presence  of  the 
decomposition  products  of  diacetic  acid — viz.,  acetone  and 
alcohol.  This  patient  is  now  quite  well,  and  in  her  case  it 
is  clear  that  the  diaceturia  depended  solely  on  the  perverted 
action  of  the  liver  cells  resulting  from  the  obstruction. 

Strange  as  it  may  seem,  hemi-albumose  never  appeared  in 
the  urine  in  this  case,  although  the  mucin  was  in  slightly 
more  than  normal  quantity,  and  accompanied  with  a  trace  of 
albumen ;  while  in  the  other  case  already  mentioned,  in  which 
hemi-albumosuria  existed,  there  was  never  diaceturia.  Both 
patients  suffered  from  occasional  sickness  and  vomiting,  but 
these  symptoms  were  least  marked  in  the  subject  of  diaceturia, 
and  her  general  condition  was  seldom  one  of  great  distress. 

Hemi-albumose  (or  propeptone,  as  it  is  otherwise  called) 
has  been  discovered  in  the  urine  in  osteomalacia,  abscess  of 
the  liver,  septicaemia,  hip  disease,  peritonitis,  endocarditis, 
parametritis,  spinal  curvature,  Bright's  disease,  the  puerperal 

•  "  Bradshawe  Lecture,"  Brit.  Med.Journ.^  2ist  August,  1886,  p.  358. 
^  Brit.  Aled.Joiirn.^  6th  November,  1886,  p.  855. 
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state,  and  lately  by  Dr.  Loeb,  of  Frankfort,  in  measles.  Dr. 
Saundby  gives  the  following  summary  of  the  cases  in  which 
the  ferric  chloride  reaction  has  been  obtained  in  the  urine  : — 
Measles,  scarlatina,  pneumonia,  cancer,  Bright's  disease,  peri- 
typhlitis, diabetes,  sulphuric  acid  poisoning,  strangulated 
hernia,  and  after  surgical  operations.^  From  a  comparison 
of  these  two  categories,  it  appears  that  hemi-albumosc  and 
diacetic  acid  often  occur  in  the  urine  in  the  same  class  of 
cases ;  nevertheless,  I  am  not  aware  whether  their  co-ex- 
istence in  the  same  individual  case  has  been  previously 
observed,  although  I  believe  such  a  coincidence  must  be  com- 
paratively common.  One  or  other  condition  of  the  urine,  or 
both  together,  must  also  be  of  frequent  occurrence  in  preg- 
nancy, and  in  different  forms  of  jaundice.  I  found  both  to 
exist,  for  instance,  in  a  case  of  jaundice  from  functional 
disturbance  in  a  girl  of  twelve,  and  who  recovered  within  a 
fortnight,  and  also  in  a  case  of  pleurisy  in  the  sixth  month 
of  pregnancy.  I  have  further  observed  that  mucin  is  almost 
invariably  found  in  abnormal  quantity  in  the  albuminuria  of 
pregnancy  (excepting,  perhaps,  in  cases  of  actual  nephritis), 
although  not  always  in  quantity  sufficient  to  give  a  distinct 
hemi-albumose  reaction  .It  is  evident  that  a  careful  examina- 
tion of  the  urine  for  these  conditions  is  of  the  utmost 
importance  in  these  cases,  and  may  afford  the  clue  to  their 
successful  treatment.  The  administration  of  purgatives, 
diuretics,  and  hepatic  stimulants  in  the  above  cases  seems  to 
have  been  fairly  successful,  and  I  may  express  the  hope  that 
the  peep  which  I  have  asked  you  to  take  at  them  through 
renal  spectacles  has  not  been  without  interest  for  you. 

TRANSACTIONS   OF  THE  AMERICAN   GYNAECOLOGICAL 

SOCIETY. 

Electro-Therapy   and  Surgery  in    Gynaecology.     By   GEORGE 
J.  Engelmann,  M.D.,  St.  Louis. 

Within  the  last  two  years,  since  the  reading  of  my  first 
paper   on   this   subject   at   the   Baltimore    meeting    of   this 

'  Birmingham  Med.  Rev.,  Feb.,  1885  (quoted  from  MacMunn,  p.  197). 
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Society  the  general  interest  in  gynaecological  electro- 
therapy has  constantly  increased,  and  many  have  resorted 
to  the  use  of  the  current  in  gynaecological  practice;  but 
I  fear  that  much  disappointment  has  been  experienced, 
as  too  much  has  been  claimed  by  enthusiastic  advocates, 
so  that  those  who  hastily  endeavoured  to  utilize  the  new 
remedy  have  been  more  or  less  disappointed,  and  now 
rashly  condemn  it.  But  they  have  failed,  not  because  the 
agent  is  an  impotent  one,  but  because  it  is  as  yet  too 
often  applied  with  imperfect  apparatus,  and  indiscriminately, 
without  a  strict  knowledge  of  the  conditions  under  which 
it  might  be  effectually  used.  The  agent  is  applied  at  ran- 
dom, with  a  vague  hope  of  success,  without  reference  to 
properly  formulated  indications,  based  upon  pathological 
considerations  by  which  the  practitioner  justifies  the  adminis- 
tration of  other  remedies. 

For  myself,  I  will  say  that  the  new  remedy  has  proven 
all  that  we  might  reasonably  expect.  I  am  thoroughly 
satisfied  ;  although  I  have  not  been  able  to  achieve  results 
so  brilliant,  in  all  cases  of  large  uterine  tumours,  as  those 
claimed  by  Apostoli,  by  the  Keiths,  or  by  my  respected 
colleague,  Dr.  Baker,  this  very  failure  has  served  me  to  gain 
a  more  thorough  knowledge  of  the  agent ;  all  such  tumours 
are  not  fit  subjects  for  this  treatment — and  I  now  thoroughly 
appreciate  the  cause  of  my  failures — failures  to  cure,  not 
failures  to  relieve ;  failures,  if  you  may  so  call  them,  which 
are  due  to  the  structure  of  the  growth  in  the  individual 
case.  In  former  years,  I,  myself,  have  applied  the  current, 
as  most  operators  still  do,  indiscriminately,  in  such  cases 
of  uterine  tumour  as  were  either  inoperable  or  refused 
operation.  Thus,  I  fell  into  the  common  error  of  indis- 
criminate electro-therapy,  and,  of  course,  treated  many 
cases  in  which  reduction  was  simply  impossible.  By  appa- 
rently peculiar  variation  of  failure  and  success  I  was  taught 
to  discriminate,  and  soon  saw  that  this  remedy,  like  all 
others,  must  be  selected  for  the  individual  case. 

Hitherto  we  have  been  groping  in  the  dark;  the  treat- 
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ment  has  been  applied  without  indications  other  than 
the  convenience  of  patient  or  practitioner,  to  fibroid, 
myoma,  or  sarcoma,  intramural  or  subperitoneal,  in  rapid 
growth  or  in  cystic  degeneration  ;  hence  the  variety  and 
vagueness  of  reports,  an  evidence  of  the  uncertain  status  of 
electro-therapy,  which  must  persist  until  the  present  wide 
field  of  application  is  defined  and  limited,  and  the  practi- 
tioner proceeds,  as  with  other  methods,  only  after  a  thorough 
sifting  of  the  case,  and  the  determination  not  to  resort  to 
the  treatment  until  correct  indications  can  be  established. 
With  increased  experience  and  discrimination  the  record 
constantly  improves,  and  the  good  results  which  I  have 
obtained  of  late  under  rather  unfavourable  circumstances 
afford  most  satisfactory  evidence  of  the  value  of  the  electric 
current  as  a  therapeutic  agent. 

During  a  long  period  of  painful  inactivity  away  from 
home,  I  have  been  enabled,  by  the  courtesy  of  foreign  con- 
freres, who  kindly  placed  at  my  disposal  suitable  cases,  to 
verify  many  of  the  results  previously  obtained  ;  although 
with  imperfect  and  hastily  collected  apparatus  I  was  called 
upon  to  treat  patients  carefully  observed  by  most  sceptical 
eyes,  and  frequently  patients  upon  whom  other  methods 
had  failed,  I  am  well  satisfied  with  the  results. 

In  the  present  unsettled  state  of  gynaecological  electro- 
therapy, I  trust  that  I  may  be  pardoned  these  brief  general 
observations  before  entering  more  directly  upon  the  field 
which  I  have  outlined  for  this  paper  ;  surgical  electro- 
therapy, or  the  application  of  galvanism  in  cases  of  a  surgical 
nature.  Whilst  in  gynaecological  electro-therapy  we  may 
utilize  faradic,  galvanic,  and  possibly  static  electricity,  I 
will  speak  of  galvanism  only,  and  of  galvanism  in  cases 
which  must  of  necessity  become  surgical  unless  relieved  by 
this   method. 

I  have  confined  this  paper  to  the  application  of  electricity 
in  surgical  cases,  not  because  the  therapeutic  results  of  gal- 
vanism, either  as  a  main  factor  or  as  an  adjuvant  in  the 
treatment,  are  less  striking  or  less  desirable,  but  because  I 
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believe  that  it  is  well  in  this  era  of  venturesome  antiseptic 
surgery,  with  its  brilliant  achievements,  to  demonstrate  the 
possibility  of  attaining  similar  results  by  less  violent  and  less 
dangerous  methods.     If,  for  the  sake  of  brevity  I  speak  of 
surgical  electro-therapy,  I  refer  to  the  application  of  the  treat- 
ment in  cases  of  a  surgical  nature.     But  let  it  be  well  under- 
stood that  I  do  not,  in  all  cases,  propose  the  electric  current 
as  a  substitute  for  the  knife.     I  am,  myself,  a  strong  advocate 
of  surgical  gynaecology,  and  yet  I  would  urge  the  claims  of 
the  current  most  earnestly  in  a  certain  class  of  cases  and 
under    certain    circumstances.     Some    cases   are    peculiarly 
suitable  for  this  treatment,  and  can  be  so  rapidly  relieved — 
cured — that  the  most  enthusiastic  surgeon  will  not  deny  the 
advantages  of  so   apparently  harmless  a   remedy  over   the 
bloody  operation  ;  in  other  instances  in  which  surgical  inter- 
ference would  appear  indicated,  peculiar  circumstances  may 
necessitate  a  resort  to  this  violent  method.     If  the  consent  of 
the  patient  be  refused  for  surgical  interference,  if  it  is  im- 
possible for   her  to  have   the  necessary  attention,  or  if  her 
duties   do   not  admit  of  confinement,   relief  should   be   at- 
tempted by  the  current :  operation  is  out  of  the  question,  and 
electro-therapy  must  be  resorted  to.     Nothing  is  lost  by  this 
first  resort  to  electricity  in  proper  cases ;  even  should  it  result 
in  failure,  the  suffering  of  the  patient  will  be  allayed,  her 
general  condition  improved,  and   surgery  invariably  remains, 
with  the  prospects  for  a  successful  operation  improved.     The 
surgeon,  as  a   rule,  will   yield    most   unwillingly  to   electro- 
therapy, as  the  eclat  of  an  operation  is  lost :  no  anaesthesia  is 
given  ;  neither  nurses  nor  assistants  are  summoned  ;  a  tumour 
reduced,  or  checked  in  growth,  the  functions  restored,  a  dys- 
menorrhoea,  or  even  an  haematocele,  or  pelvic  infiltration  cured 
by  so  simple  a  method  as  the  holding  of  the  electrodes  for  a 
few  minutes,  with  scarce  any  inconvenience   to  the  patient, 
brings  but  little  glory  to  the  surgeon.     In  his  office,  without 
much  display,  he  will  often  accomplish  results  as  striking  as 
those  hitherto  attained  by  more  effective  surgical  procedures. 
It  is  a  simple,  modest  proceeding,  with  frequently  striking 
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results ;  the  patient  may  often  be  treated  in  the  office  as  she 
would  for  a  simple  endocervicitis,  or  some  minor  displace- 
ment ;  life  is  not  endangered,  and  yet  the  success,  perhaps 
more  slow,  is,  in  proper  cases,  as  certain  as  it  is  to  the 
surgeon. 

Relative  Merits  of  Surgical  and  Electrical  Treatme^it  in 
Cases  Admitting  of  Comparison. — A.  Advantages  of  electro- 
therapy. 

First.  Safety  of  the  method  is  in  its  favour  with  physicians 
and  laymen  ;  danger  even  in  cases  of  deep  puncture  may 
almost  be  precluded,  and  with  proper  antisepsis  and  correct 
methods  no  serious  consequences  of  any  kind  are  to  be 
dreaded.  The  necessary  precautions  are,  moreover,  so  simple 
that  they  may  be  observed  by  every  careful  practitioner  ; 
whilst  the  dangers  of  surgery  vary  greatly  with  the  experience 
of  the  operator. 

Second.  The  patient  is  not  confined  to  bed ;  the  continued 
well-being  of  the  patient,  who  is  usually  able  to  continue  her 
daily  vocation,  is  important  to  many  ;  rarely  after  a  first 
application  is  she  confined  to  bed,  and  then  as  a  precautionary 
measure;  hence,  this  is  often  the  only  possible  method  of 
treatment  to  which  the  working  woman  is  willing  or  able  to 
submit. 

Third.  Its  compatibility  with  all  other  methods  of  treat- 
ment ;  and  that  in  case  of  failure  but  little  is  lost,  as  the 
patient  will  at  least  be  in  a  more  satisfactory  condition  for 
surgical  treatment. 

Fourth.  Sometimes  there  is  an  advantage  in  this  proceed- 
ing, in  the  avoidance  of  that  nervous  excitement  so  frequently 
caused  by  the  thought  of  a  surgical  operation. 

B.  The  pathological  conditions  which  admit  of  treatment 
by  galvanism,  and  in  which  I  would  advocate  the  resort  to 
electro-therapy,  with  reliance  upon  surgery  in  case  of  failure, 
are  in  the  main  : — (i)  inflammatory  products  which  admit  of 
restitution,  and  (2)  such  neoplasms  as  offer  probabilities  of 
healthy  retrograde  metamorphosis. 

However  broad   this  statement,  it  is  a   foundation  upon 
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which  the  indications  for  the  treatment  may  be  based ;  the 
crude  outline  of  the  map,  as  was  so  well  stated  by  my  ven- 
erable friend,  Dr.  Grailey  Hewitt,  into  which  the  details  will 
be  marked  by  progressive  observers.  As  has  already  been 
stated,  the  cases  favourable  for  this  treatment  are  those  in 
which  it  is  possible  to  obtain  restitution  by  a  process  of  retro- 
grade metamorphosis ;  those  in  which  the  electrolytic  action 
of  the  current  or  the  direct  chemical  effect  of  the  pole  may  be 
utilized :  indurations,  inflammatory  deposits,  the  results  of 
interstitial  inflammation,  and  certain  neoplasms,  deep-seated 
tumours  which  admit  of  healthy  retrograde  metamorphosis, 
and  superficial  growths  which  can  be  subjected  to  the  direct 
chemical  action  of  the  pole.  Such  are  the  results  of  inflam- 
mation of  the  uterine  and  circumuterine  tissues,  induration 
and  enlargement  of  the  uterus  by  chronic  metritis,  stricture, 
stenosis,  deposits  in  the  cellular  tissue,  para-  and  perimetritis, 
fibroids,  and  myomata,  especially  intramural  and  submucous, 
before  they  have  entered  upon  the  process  of  disintegration ; 
polypi,  caruncles,  and  haemorrhoids  ;  whilst  the  necessity  for 
the  removal  of  the  tubes  and  ovaries  may  in  some  cases  be 
avoided  by  the  proper  use  of  the  electric  current,  I  will  not 
compare  the  results  of  electro-therapy  in  such  cases  with  the 
results  of  operative  interference,  as  the  proper  indications  for 
both  vary  so  much  with  each  individual  case ;  I  will  only  say 
to  those  who  advocate  oophorectomy  for  nervous  disturb- 
ance with  but  slight  pathological  changes  in  the  part,  that  a 
trial  at  least  be  given  this  treatment  before  resorting  to 
operative  procedures.  Of  extra-uterine  pregnancy  I  will 
likewise  say  but  little,  as  I  believe  that  surgical  and  electrical 
treatment  each  have  their  distinct  indications,  not,  as  in  other 
cases,  admitting  of  a  choice  in  accordance  with  surrounding 
circumstances. 

Before  entering  upon  the  consideration  of  individual  cases, 
I  will  repeat,  as  I  do  not  desire  to  be  misunderstood,  that  I 
do  not  unqualifiedly  urge  electro-therapy  in  the  class  of  cases 
now  under  discussion,  as  a  substitute  for  surgical  interference, 
but  as  a  method  to  be  held  in  view  as  feasible  and  proper  to 
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be  resorted  to  under  special  circumstances,  if  the  condition  of 
the  patient  or  her  surroundings  should  make  the  method 
preferable.  We  shall  soon  be  better  able  to  formulate  our 
indications ;  for  the  present  we  can  say  only  that  if  the  above 
pathological  conditions  exist,  we  may  resort  to  electro- 
therapy with  good  hopes  of  success. 

I. — Chronic  Inflammatory  Conditions.     These  are : — 

{a)  hi  the  uterine  tissues: — (i)  Stenosis,  stricture,  cicatri- 
cial contraction  of  the  uterine  canal ;  (2)  several  forms  of  en- 
dometritis, interstitial  and  fungous,  and  (3)  the  enlarged,  in- 
durated uterus,  produced  by  chronic  metritis. 

{b)  The  results  of  inflammatory  conditions  in  the  circum- 
uterine  tissues: — (i)  Suppurative  forms  of  perimetritis;  (2) 
the  solid  exudates. 

(a)  Inflammatory  Products  in  the  Uterine  Tissues: — (i) 
Stenosis  and  stricture  by  induration  of  the  walls  and  cica- 
tricial contraction  of  the  canal. — The  surgical  treatment  of 
these  cases,  and  that  with  which  I  would  here  contrast  elec- 
tro-therapy, is  dilatation,  rapid  and  slow,  and  excision,  and, 
in  the  majority  of  cases,  I  give  decided  preference  to  the 
simple,  harmless,  and  in  this  instance  more  rapid  method  of 
treatment  by  the  galvanic  current,  especially  if  they  be  ac- 
companied by  induration  of  the  uterine  tissue ;  the  treatment 
is  less  painful  than  even  that  of  gradual  dilatation  ;  it  is  as 
rapid  as  that  of  excision,  and  preferable  in  every  way  to  the 
brutal  method  of  rapid  dilatation,  unless  undertaken  for  the 
object  of  producing  an  abnormally  wide  canal  preparatory 
to  the  introduction  of  other  instruments  for  operative  pur- 
poses. Extreme  cases  of  cicatricial  narrowing,  in  which  it 
would  be  impossible  to  insert  even  the  most  slender  dilator, 
can  be  overcome  readily  and  rapidly  by  this  method  without 
pain  or  anaesthesia.  But  it  is  only  for  the  purpose  of  estab- 
lishing normal  apertures  to  afford  the  necessary  exit  for 
retained  fluids  and  to  relieve  the  pains  of  a  dysmenorrhoea. 
Actual  dilatation  of  the  uterine  canal  beyond  its  natural 
limits  for  the  purpose  of  examination  or  operation,  the  intro- 
duction of  finger  or  instruments,  must  be  accomplished  by 
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the  knife  or  the  dilator.  By  the  method  proposed  the 
stenosis  or  cicatricial  contraction  is  overcome,  first,  by  the 
direct  destruction  of  the  cicatrized  or  indurated  tissues,  by 
the  cauterizing  action  of  the  conical  metallic  pole;  and, 
secondly,  by  the  absorption  of  the  indurated  tissues  in  the 
surrounding  uterine  walls,  which  is  effected  by  the  electrolytic 
action  of  the  current. 

The  advantages  of  the  method  are  that  it  can  be  practised 
in  the  consulting  room ;  that  no  anaesthesia  is  necessary ; 
that  the  tissues  which  cause  the  narrowing  are  destroyed,  the 
surrounding  induration  eliminated,  and  a  healthy  condition  of 
the  tissues  approximated,  so  that  a  return  of  the  narrowing  is 
not  to  be  feared,  as  it  is  after  incision  and  certainly  after 
moderate  dilatation. 

The  effect  upon  the  uterine  nerves  is  of  the  greatest  im- 
portance, and  I  believe  that  the  relief  of  the  dysmenorrhoeal 
pains,  which  is  so  easily  attained  by  treatment  of  strictures 
by  electro-cauterization,  is  due  to  this  very  fact,  and  not 
alone  to  the  mechanical  widening  of  the  canal. 

A  most  striking  case  of  the  kind  I  have  cited  in  my  first 
paper  on  gynaecological  electro-therapy,  in  which  the  external 
OS  and  lower  portion  of  the  cervical  canal  had  been  so  nar- 
rowed by  cicatricial  contraction,  the  result  of  a  nitrate  of 
silver  treatment,  that  only  the  most  delicate  surgical  probe 
could  be  introduced,  hence  a  dilator  was  out  of  the  question. 
The  first  electrode  inserted  was  a  simple  sewing  needle,  and 
by  a  gradual  increase  in  the  size  of  the  instrument,  I  was 
enabled  within  a  little  over  five  minutes  to  introduce  a  small- 
sized  uterine  sound.  A  single  treatment  sufficed  to  relieve 
the  symptoms,  and  a  return  of  the  condition  is  not  to  be 
dreaded.  This  was  a  case  seen  by  many  in  my  own  clinic, 
but  as  the  presence  of  critical  observers  adds  to  the  value  of 
the  cases  reported,  I  will  also  mention  a  case  treated  by 
myself  before  the  Berlin  Gynaecological  Society  in  June  last, 
for  the  purpose  of  demonstrating  the  truth  of  the  facts 
claimed  in  my  paper  previously  read  before  that  Society. 
The  patient  was  one  kindly  sent  to  me  from  the  clinic  of  Dr. 
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Martin,  who  had  been  consulted  on  account  of  the  intense 
pain  which  she  suffered  with  each  monthly  return  of  her 
sickness.  By  the  use  of  great  force  he  had  succeeded  in 
passing  a  sound,  but  immediately  upon  its  withdrawal  the 
previous  condition  returned.  The  patient  was  brought  before 
the  Society,  and  with  an  electrode  prepared  for  the  purpose, 
I  succeeded,  within  less  than  six  minutes,  in  widening  the 
canal  sufficiently  to  admit  of  the  passage  of  an  ordinary 
sound  ;  a  current  of  120  milliamperes  was  used,  with  a 
medium-sized  electrode  upon  the  abdomen.  No  undue  pain 
was  caused,  and  the  next  menstrual  period,  some  five  days 
later,  passed  without  the  previous  suffering.  A  number  of 
applications  were  made  after  this  time  for  the  purpose  of 
widening  the  canal  still  more,  so  as  to  allow  a  large  sound  to 
pass  easily,  although  I  do  not  believe  it  would  have  been 
necessary  permanently  to  secure  the  result  obtained  by  the 
first  treatment. 

2.  Endometritis,  with  induration  or  polypoid  development 
of  the  mucous  7nembrane,  interstitial  mid  fungous  endometritis. 
— Cases  of  this  kind,  in  which  a  speedy  result  can  be  ob- 
tained by  surgical  interference  only,  by  the  curette,  can  be 
relieved  almost  as  rapidly  by  electro-cauterization  with  a 
metallic  electrode  as  large  as  can  be  introduced,  and  currents 
of  from  100  to  150  milliamperes;  the  negative  pole  being 
used  in  more  common  forms  of  endometritis  with  induration, 
by  which  not  alone  the  superficial  layers  of  the  diseased 
mucosa  are  destroyed,  but  an  absorption  is  inaugurated  in 
the  surrounding  tissues;  the  positive  pole  serving  in  the 
polypoid  forms  for  the  purpose  of  first  overcoming  the 
haemorrhage  which  usually  coexists. 

This  method  is  a  most  happy  alternative  in  the  outdoor 
departments,  and  for  the  treatment  of  patients  who  have  the 
care  of  their  homes  and  cannot  be  confined  to  bed,  even  for  a 
few  days.  Under  the  most  unfavourable  circumstances,  it  is 
at  least  more  satisfactory  than  any  therapeutic  measures 
which  can  be  adopted,  and  should  it  fail,  the  curette  can 
always  be  resorted  to. 


Swnmary  of  Gyncecology,  including  Obstetrics.      301 

3.  Chronic  metritis^  hyperplasia  iiteri,  usually  accompanied 
by  endometritis  and  a  certain  amount  of  perimetritis,  and 
uterine  displacement,  descensus  of  the  enlarged  uterus. 
These  are  cases  which  frequently  resist  even  prolonged 
treatment,  and  which  are  successfully  attacked,  especially  by 
German  surgeons,  by  the  so-called  amputation  of  the  cervix, 
the  wedge-shaped  excision ;  and  in  this  country,  if  ac- 
companied by  laceration,  by  Emmet's  operation ;  the  most 
important  result  of  this  procedure  being  the  retrograde  meta- 
morphosis, the  absorption  inaugurated  by  the  surgical  inter- 
ference. A  similar  result  can  be  attained  by  the  electrical 
treatment,  by  electro-puncture,  the  use  of  a  strong  needle  as 
negative  pole,  which  is  passed  into  the  indurated  tissues ;  if 
the  endometritis  is  a  leading  feature,  the  electro-cauterization 
is  first  resorted  to.  In  either  case,  currents  of  about  100 
milliamperes  should  be  used.  The  process  of  absorption 
once  inaugurated,  faradism,  with  coils  of  low  tension  as  a 
uterine  massage  will  complete  the  cure. 

{b)  Products  of  Inflammation  in  the  Circumuterine  Tissues. 
— We  may  compare  the  results  of  electro-therapy  with  sur- 
gery in  two  forms  of  this  affection  :  the  suppurative,  and  the 
solid  exudate. 

I.  Suppurative  perimetritis. — Suitable  for  this  treatment 
are  only  such  of  the  chronic  forms  of  this  affection  which  are 
accessible  per  vaginam  and  best  so  evacuated  ;  this  is  merely 
a  variation  of  the  usual  surgical  procedure ;  the  knife,  the 
scissors,  or  dilators  are  replaced  by  the  metallic  electrode 
with  the  negative  pole.  I  look  upon  the  vagina  as  the  most 
natural  and  satisfactory  outlet  for  pelvic  abscess  originating 
in  the  circumuterine  tissue,  and  I  am  entirely  in  accord  with 
the  methods  now  generally  followed  —  for  instance,  that 
adopted  by  Goodell ;  but  instead  of  entering  with  the  blunt 
scissors  or  the  steel  dilator,  I  resort  to  a  negative  electro- 
puncture — that  is,  I  penetrate  into  the  sac  with  a  metallic 
electrode  in  connection  with  the  negative  pole  of  the  battery, 
or  endeavour  to  follow  the  fistulous  tract  if  this  be  found. 
An  open  pathway  is  thus  established  without  haemorrhage, 
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without  the  production  of  a  raw,  absorbing  surface,  and  if  an 
electrode  of  a  sufficient  size  is  used,  there  is  no  danger  of 
contraction  as  in  an  opening  produced  by  other  methods. 
The  trocar  with  the  canula  or  even  the  dilator  may  be  con- 
nected with  the  battery  and  used  as  a  perforating  electrode. 
Recent  cases  are  best  treated  by  free  incision,  with  washing 
and  drainage ;  but  for  old  cases  which  have  persisted  for  a 
length  of  time,  with  thickening  of  the  walls  and  surrounding 
tissues,  the  opening  by  electro-puncture  possesses  the  follow- 
ing advantages : — 

First.  These  cases  are  often  difficult  to  diagnose ;  the  in- 
filtration is  evident,  but  the  presence  of  pus  doubtful  ;  the 
abscess  walls  are  thick  and  hard,  and  the  circumuterine 
tissues  infiltrated  so  that  fluctuation  cannot  be  detected. 
Under  these  circumstances  electro-puncture  per  vaginam, 
with  currents  from  lOO  to  200  milliamperes,  is  the  correct 
diagnostic  and  therapeutic  measure.  If  pus  is  found,  the 
outlet  is  established.  If  suppuration  does  not  exist,  that 
fact  has  been  positively  determined  and  at  the  same  time  the 
most  active  measure  at  our  command  to  overcome  this  most 
annoying  condition  has  been  resorted  to,  and  the  treatment 
must  be  continued. 

Second.  It  is  a  safe  method  of  dilatation.  The  extent  of 
its  action  is  fully  under  our  control ;  raw  surfaces  are  not 
produced,  and  vessels  which  by  chance  are  opened  are  not 
liable  to  bleed,  as  they  are  closed  by  the  accompanying 
cauterization,  and  besides,  they  are  mostly  in  the  softer 
tissue,  and  pressed  aside. 

Third.  I  advocate  this  method  in  chronic  cases  of  long 
standing,  which  are  invariably  accompanied  by  induration  of 
the  surrounding  tissues,  and  the  same  method  by  which  the 
outlet  is  established  serves  most  effectively  to  hasten  the 
absorption  of  the  inflammatory  products.  Whilst  I  deem  the 
knife  preferable  in  recent  cases  of  suppurative  perimetritis  or 
pelvic  abscess,  and  in  those  which  can  be  treated  by  lapa- 
rotomy only  (salpingitis  with  its  sequences),  the  opening  by 
electro-cauterization   has  undoubted   advantages   in   chronic 
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forms  accompanied  by  induration  which  can  be  evacuated 
per  vaginam.  The  method  is  precisely  the  same  as  that  now 
in  general  use :  free  evacuation,  drainage,  and  antiseptic 
washing ;  the  knife,  the  blunt  scissors,  or  the  dilator  being 
replaced  by  the  negative  pole  of  the  battery.  It  is,  perhaps, 
immaterial  in  what  way  the  pus  is  evacuated  if  free  discharge 
is  obtained,  but  electro-therapy  is  the  only  method  upon 
which  we  can  rely  to  accomplish  absorption  after  evacuation. 
The  advantages  of  this  treatment  become  more  apparent  as 
the  induration  increases. 

2.  The  solid  exudates. — Recent  deposits  are  frequently 
absorbed  under  careful  treatment,  and  even  without  treat- 
ment ;  but  I  refer  to  such  solid,  pelvic  exudates  which 
have  persisted  for  months  and  years,  resisting  all  treat- 
ment ;  cases  which  are  most  perplexing,  in  which  even  sur- 
gery fails  to  afford  relief  The  usual  remedies  are  the 
poultice,  the  hot  douche,  and  iodine,  perhaps  massage,  pres- 
sure, and  rest.  These  are  treated  most  effectively,  like  the 
pelvic  abscess  with  induration  of  tissue,  by  electro-puncture, 
and  yield  even  to  vagino-abdominal  galvanism — that  is,  the 
galvanic  current  without  penetration  of  tissue  by  the  elec- 
trodes. I  have  already  reported  several  such  cases,  in  which 
solid  exudates  which  had  existed  from  five  to  twelve  years, 
and  in  which  all  possible  treatment  had  been  tried,  even  by 
eminent  gynaecologists,  disappeared  after  from  twelve  to 
twenty  office  treatments  by  vagino-abdominal  galvanism, 
with  currents  not  exceeding  100  millamperes.  I  can  give  no 
better  illustration  of  the  merits  of  this  treatment  than  by  the 
report  of  a  case  in  the  wards  of  the  Berlin  Lying-in  Hospital, 
and  placed  at  my  disposal  by  Professor  Olshausen  as  a  test 
case,  the  patient  having  been  in  the  gynaecological  ward  for 
more  than  a  month,  under  the  hot  water  treatment,  with  but 
little  benefit.  The  patient  had  for  years  been  affected  with 
prolapsus  uteri,  and  some  three  or  four  months  previous  had 
contracted  a  pelvic  cellulitis,  as  the  result  of  which  a  solid 
mass  now  filled  the  entire  left  half  of  the  pelvis,  extending 
well  into  the  right,  so  much  so  as  to  prevent  the  return  of  the 
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prolapsed  uterus.  The  fever  had  ceased,  but  the  pains  were 
more  or  less  constant  and  aggravated  by  every  step.  The 
uterus  being  prolapsed,  it  was  impossible  to  insert  the  elec- 
trode into  the  vagina,  so  I  employed  the  cotton-wrapped 
applicator  as  the  negative  pole  in  the  uterine  cavity,  placing 
the  large  positive  plate  over  the  abdominal  surface  of  the 
mass.  One  week  after  the  second  application  of  eighty  or 
ninety  milliamperes  I  was  enabled  to  replace  the  uterus ;  the 
pains  had  subsided,  the  patient  was  perfectly  comfortable  and 
able  to  walk ;  whilst  only  in  the  smaller  right  exudate  a 
decided  reduction  was  noticeable,  the  easy  replacement  of  the 
uterus  afforded  ample  evidence  of  the  absorption  which  had 
taken  place.  I  myself  made  but  two  or  three  more  applica- 
tions, but  the  treatment  was  continued  by  the  gentlemen  who 
had  so  kindly  interested  themselves  in  the  trial. 

Much  as  I  claim  for  electro-therapy,  I  am  not  willing  to 
compare  its  results  with  those  of  Tait's  operation,  as  has  been 
done  by  some,  although  the  tubes  and  ovaries  are  unquestion- 
ably removed  in  certain  forms  of  perimetritis  which  might  be 
successfully  treated  by  galvanism.  These  are  cases  in  which 
the  organs  are  removed  for  the  suffering  caused  by  chronic 
inflammatory  conditions,  with  induration,  not  suppuration  ; 
but  whilst  enthusiastic  operators  do  not  spare  these  cases,  I 
hardly  believe  them  fit  subjects  for  surgical  interference  until 
all  other  means  have  failed.  In  course  of  time  the  indications 
will  be  so  strictly  formulated  that  each  treatment  will  be 
relegated  to  its  proper  sphere. 

Hcsmatocele, — In  recent  cases  the  opening  by  the  knife 
may  well  be  replaced  by  electro-puncture,  but  in  cases  of  long 
standing  the  electrical  treatment  is  undoubtedly  the  most  safe 
and  rapid.  The  retro-uterine  hsematocele,  like  the  solid  exu- 
date in  consequence  of  pelvic  cellulitis,  yields  readily  to  the 
galvanic  current.  I  have  myself  seen  these  cases  disappear 
under  this  treatment,  and  believe  that  not  a  few  fibroid 
tumours  reported  in  recent  literature  as  cured  by  electro- 
therapy were  of  this  nature.  The  opening  of  recent  cases 
by  electro-puncture  to  afford  an  outlet  to  the  fluid  is  more 
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safe  than  the  surgical  operation  to  any  but  the  experienced 
operator,  and  in  chronic  cases  the  treatment  by  the  current 
alone,  by  the  vagino-abdominal  application,  without  puncture, 
is  free  from  any  possibility  of  danger,  without  pain  to  the 
patient,  and  certain  of  result,  even  with  currents  of  moderate 
intensity,  from  forty  to  eighty  milliamperes.  Thus  in  a  case 
reported  to  me  from  the  clinic  of  Dr.  Martin,  this  method  was 
tested.  The  patient,  who  had  been  treated  without  marked 
advantage  in  the  wards  of  one  of  the  gynaecological  hospitals, 
constantly  in  bed,  was  rapidly  improved  by  the  electrical 
treatment  in  the  outdoor  department  without  puncture,  by 
the  simple  vagino-abdominal  application. 

II.  Neoplasms  (a.)  The  electrolytic  action  of  the  current. — 
Notwithstanding  the  remarkable  results  achieved  by  anti- 
septic surgery,  the  dangers  of  laparotomy  for  the  removal  of 
uterine  tumours  are  still  such  that  we  must  give  preference  to 
any  less  dangerous  method,  by  which  the  patient  may  be  re- 
lieved, and  prominent  among  these  is  the  electrical  current : 
an  admirable  remedy  in  certain  forms  of  neoplasm,  but  by 
no  means  applicable  to  all.  Only  certain  forms  of  neoplasms, 
and  neoplasms  in  certain  stages  of  development  or  retrograde 
metamorphosis  are  amenable  to  treatment  by  the  electrical 
current ;  whilst  in  all,  the  sufferings  of  the  patient  may  be 
relieved  and  her  general  condition  improved,  the  growth  itself 
can  be  reduced  in  some  only.  Certain  of  these  growths  may 
be  treated  successfully  by  electro-therapy,  others  can  be 
removed  by  the  knife  only,  and  the  course  to  be  pursued 
depends  upon  the  existing  pathological  conditions:  hence  it 
is  important  that  we  carefully  discriminate  between  the  dif- 
ferent forms  of  neoplasm  in  order  to  decide  upon  the  relative 
merits  of  the  various  modes  of  treatment. 

Dr.  Martin  of  Berlin,  in  a  paper  read  before  the  last 
meeting  of  the  German  Gynaecological  Society,  at  Halle,  in 
June,  1888,  throws  a  great  deal  of  light  upon  this  subject.  In 
analysing  the  cases  operated  upon  by  himself  he  points  out 
the  large  number  which  were  found  in  various  states  of  retro- 
grade metamorphosis.     Some  of  these  forms  lead  to  absorp- 
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tion,  others  to  a  vicious  degeneration,  and  electrolysis  hastens 
such  processes  when  once  inaugurated  :  hence  the  excellent 
results  of  electro- therapy  in  tumours  of  a  healthy  growth,  or 
those  in  which  fatty  degeneration  has  begun.  This  process, 
with  the  following  absorption,  is  inaugurated  or  hastened  by 
the  electrical  current,  and  it  is  evident  that  under  such  cir- 
cumstances we  may  expect  a  reduction  of  the  growth.  But 
it  is  equally  clear  that  those  tumours  which  have  already 
entered  upon  one  of  the  many  processes  of  metamorphosis 
which  lead  to  degeneration  cannot  be  revolutionised  ;  on  the 
contrary,  as  has  been  my  experience,  this  form  of  degenera- 
tion, be  it  cystic,  suppurative,  or  malignant,  will  be  hastened ; 
but  whilst  the  symptoms  are  temporarily  improved,  a  reduc- 
tion of  the  tumour  is  impossible.  An  active  circulation,  with 
a  healthy  condition  of  the  patient,  is  likewise  more  favourable 
to  healthy  retrograde  metamorphosis  and  absorption.  Some 
of  the  most  striking,  although  by  no  means  the  most  impor- 
tant, results  of  surgical  electro-therapy  have  been  gained  in 
the  treatment  of  uterine  tumours.  It  is,  indeed,  a  victory  for 
so  harmless  a  method  of  treatment  that  a  large  growth  which 
threatens  life  is  reduced,  and  rendered  harmless  by  so  mild  a 
form  of  treatment.  The  analysis  of  the  pathological  condi- 
tions in  cases  actually  operated  upon  as  furnished  by  Dr. 
Martin,  enables  us  to  differentiate  with  some  accuracy,  and 
affords  a  probable  explanation  for  failure  or  success  in  certain 
cases :  it  is  not  the  inefficiency  of  the  remedy,  not  necessarily 
the  inexperience  of  the  operator,  but  the  character  of  the 
growth.  We  cannot  expect,  by  electrolysis,  to  reduce  a 
uterine  tumour  in  cystic,  suppurative,  or  sarcomatous  degene- 
ration ;  whilst  in  a  tumour  in  healthy  growth,  or  one  in  which 
the  development  has  already  ceased,  a  healthy  process  of 
retrograde  metamorphosis  may  readily  be  inaugurated.  The 
advantages  of  this  treatment  over  the  operation,  even  in  cases 
in  which  the  diagnosis  is  not  fully  established,  are  numerous. 
First,  life  is  not  endangered.  Second,  it  may  be  resorted  to 
by  every  practitioner  with  more  or  less  probability  of  success. 
Third,  even  should  the  tumour  not  be  permanently  reduced, 
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the  symptoms  will  be  relieved  and  a  comparatively  healthy 
condition  approximated.  Whilst  in  certain  cases,  if  urgent 
symptoms,  especially  septic  infection,  exist,  there  can  be  no 
question  of  the  propriety  of  an  immediate  operation ;  in 
general  we  can  well  endorse  the  statement  of  the  eminent 
surgeon,  Keith,  that  he  who  resorts  to  the  knife  for  the 
removal  of  solid  uterine  tumours,  without  having  first  tho- 
roughly tested  the  effect  of  electrolysis,  is  criminally  guilty. 

The  methods  of  treatment  vary  greatly  ;  our  first  effort 
is  always  to  relieve  the  most  aggravating  symptom,  haemor- 
rhage, by  the  use  of  the  positive  pole  within  the  uterine 
cavity ;  or  amenorrhcea,  or  painful  and  scanty  menstruation, 
by  increasing  the  flow  by  the  use  of  the  negative  pole  ; 
relieving  pressure  upon  the  rectum  and  bladder  by  the 
absorption  of  adhesions  which  bind  down  the  tumour,  or 
the  contraction  of  the  tumour  by  faradism  or  weak,  inter- 
rupted galvanic  currents.  If  the  tumour  is  soft,  and  con- 
sists of  muscular  fibre — more  likely  a  myoma — interrupted 
currents  will  serve  to  contract  more  rapidly ;  if  solid  and 
hard,  of  a  fibroid  nature,  a  powerful  electrolytic  effect  must 
be  attempted.  Hence  the  method  of  treatment,  as  the 
probable  result,  varies  greatly  with  the  character  of  the 
growth,  and  our  failures  hitherto  are  in  part  due  to  the 
indiscriminate  application  of  the  various  methods  of  treat- 
ment to  all  kinds  of  tumours.  In  cases  in  which  operation 
is  out  of  the  question  by  reason  of  malignancy  or  an  un- 
favourable local  condition,  or  if  the  consent  of  the  patient  is 
refused  to  operation,  we  should  resort  to  electro-therapy  for 
the  purpose  of  relieving  pain  and  discomfort,  and  restoring 
healthy  functional  activity  of  bladder,  bowels,  and  stomach. 
At  present,  by  reason  of  the  danger  connected  with  operative 
interference,  patients  so  affected  are  usually  brought  to  the 
surgeon  in  a  later  stage  of  the  disease,  when  they  are  forced 
to  seek  advice  by  reason  of  the  great  discomfort  experienced  ; 
but  when  the  possibility  of  a  successful  treatment  which  is 
free  from  danger,  is  more  generally  known  to  the  laity  and 
profession,  these  patients  will  seek  advice  at  a  period  when  a 
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successful  electrical  treatment  is  by  far  more  probable ;  in 
the  early  stages  before  a  vicious  retrograde  metamorphosis 
has  been  inaugurated.  Whilst  the  surgeon  may  hesitate  to 
interfere  before  the  tumour  has  attained  such  a  size  as  to 
cause  inconvenience  and  suffering,  he  is  not  alone  thoroughly 
justified  in  resorting  to  electro-therapy  in  the  earliest  stages, 
but  it  is  even  his  duty  to  do  so,  and  I  believe  that  under 
these  circumstances  the  most  successful  results  will  be  accom- 
plished. 

{b^  The  destructive  action  of  the  pole  direct, — Smaller 
growths  are,  with  the  present  antiseptic  methods,  so  easily 
removed  by  the  knife,  that  little  attention  is  given  to  other 
methods,  and  yet  the  advantages  possessed  by  the  electrical 
treatment  are  such  as  to  merit  consideration.  The  surgical 
operation  must  be  performed  at  the  home  of  the  patient. 
The  electrical  treatment,  as  a  rule,  can  be  carried  on  in  the 
consulting-room  or  the  outdoor  department  of  the  clinic, 
and  most  patients  prefer  such  procedure  to  a  cutting  opera- 
tion. In  all  small  growths  we  utilise  the  chemical  action  of 
the  pole  direct.  Small  submucous  fibroids,  uterine  polypi, 
urethral  caruncles,  and  haemorrhoids  are  readily  and  safely 
treated  by  this  method,  which  must  not  be  compared  to  their 
removal  by  the  galvano-cautery  or  thermo-cautery,  as  wc 
have  in  the  metallic  pole  of  the  galvanic  battery  a  chemical 
cauterisation,  and  if  the  negative  pole  be  used,  an  electrolytic 
action  upon  the  surrounding  tissue,  which  is  far  more 
efficient  toward  accomplishing  a  permanent  cure  than  the 
mere  local  destruction  which  is  caused  by  the  cauterj^,  pro- 
vided that  the  structure  is  one  which  admits  of  a  retrograde 
metamorphosis. 

Extra-uterine  pregnancy. — The  results  of  laparotomy 
have  improved  so  much  within  the  last  year  or  two  that  we 
must  limit  the  application  of  electricity  to  suitable  cases 
only ;  it  should  no  longer  be  a  question  which  is  the  prefer- 
able treatment  for  extra-uterine  fcetation,  laparatomy  or 
electricity,  but  what  "^are  the  conditions  which  indicate  the 
one  and  what  the  conditions    which   indicate    the    other  ? 
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There  is  no  doubt  as  to  the  propriety  of  surgical  interference  ; 
first,  if  haemorrhage  or  rupture  of  the  sac  has  occurred  ; 
second,  if  urgent  symptoms  are  present  ;  and  third,  under 
all  circumstances  in  the  later  stages. 

In  the  first  two,  possibly  three  months'  destruction  of  the 
ovum  by  the  electrical  current  is  generally  the  preferable  course, 
as  death  will  then  be  followed  by  absorption  without  further 
untoward  symptoms.  Unfortunately,  the  condition  is  rarely 
discovered  at  this  period  ;  but  if  so,  it  is,  as  a  rule,  observed 
by  the  general  practitioner,  who  would  be  unwilling  to  resort 
to  laparotomy,  but  who  may  with  the  utmost  safety  test 
the  effect  of  the  galvanic  current.  The  great  advantages  of 
electro-therapy  in  the  treatment  of  extra-uterine  pregnancy 
are  evident,  most  especially  so  because  its  field  is  limited  to 
the  early  months  when  the  diagnosis  is  doubtful  and  the 
patient  is  usually  in  the  hands  of  the  family  practitioner, 
perhaps  far  removed  from  the  experienced  operator. 

First.  At  this  period,  when  electricity  can  be  successfully 
applied,  the  diagnosis  is,  as  a  rule,  so  doubtful  that  even  the 
skilled  surgeon  would  be  unwilling  to  resort  to  laparotomy. 
There  is  no  danger  in  the  guarded  use  of  the  current,  and 
even  if  the  diagnosis  is  doubtful,  it  should  be  applied  by  the 
general  practitioner  at  once,  as  the  absorbent  action  of 
galvanism  is  indicated  whatever  the  nature  of  the  tumefaction 
may  be. 

Second.  As  its  use  is  free  from  danger,  it  can  be  applied 
at  the  earliest  possible  moment  as  soon  as  a  suspicion  of  the 
condition  exists. 

Third.  It  can  be  applied  with  safety  by  the  practitioner 
in  charge  of  the  case. 

Fourth.  Should  the  tumefaction  not  disappear,  other 
measures  can  still  be  taken  at  the  proper  time. 

I  believe  it  to  be  a  valuable  remedy,  although  with  a 
limited  field,  but  extremely  important  as  admitting  of  an 
active  interference  at  an  early  stage,  when  the  diagnosis 
must  of  necessity  be  doubtful,  and  no  one  would  venture  to 
resort  to  the  dangerous  alternative  of  laparotomy. 
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Let  it  be  understood  that  I  do  not  deem  it  right  to 
compare  electricity  with  laparotomy  in  the  treatment  of 
extra-uterine  foetation  ;  the  former  is  indicated  in  the  early 
months,  when  death  of  the  embryo  is  likely  to  result  in 
absorption,  and  should  be  resorted  to  as  soon  as  the  con- 
dition is  suspected,  whilst  laparotomy  is  in  place  when 
absorption  is  no  longer  possible,  or  when  threatening  symp- 
toms demand  immediate  relief 

RhumL — The  electrical  current  is  a  potent  factor  in  the 
treatment  of  surgical  lesions,  under  certain  conditions,  which 
must  be  defined  with  precision  if  it  is  to  be  classed  amongst 
the  accepted  scientific  methods ;  this  has  never  been  done, 
and  in  consequence  of  the  haphazard  application  this  really 
valuable  remedy  is  ignored,  if  not  condemned,  by  many.  In 
this  paper  I  have  endeavoured  to  formulate  such  indications 
founded  upon  the  principles  which  have  guided  my  own 
practice,  and  to  demonstrate  the  application  of  the  remedy  in 
surgical  cases ;  the  class  of  surgical  cases  in  which  we  may 
substitute  galvanism  for  the  knife  are  those  in  which  'the 
electrolytic  or  chemical  action  of  the  current  may  be  utilised, 
neoplasms  or  inflammatory  products  in  which  a  retrograde 
metamorphosis  and  absorption  can  be  inaugurated. 

TRANSACTIONS   OF  THE  AMERICAN   GYNiECOLOGICAL 

SOCIETY. 

Renal  Disease  following  Utero-Ovarian  Lesion. 

By  George  J.  Engelmann,  M.D.,  St.  Louis,  Mo. 

The  frequency  of  renal  disease  in  connection  with  pelvic 
changes  iswell  known  to  every  gynaecologist, and  we  constantly 
meet  with  annoying  cases  of  this  kind  in  our  practice  ;  yet 
although  attention  has  repeatedly  been  directed  to  this  subject, 
it  has  not  received  that  general  acknowledgment  and  con- 
sideration which  it  merits.  Some  of  our  most  recent  and 
most  thorough  works  on  general  medicine  make  no  mention 
of  the  peculiar  renal  lesions,  or  of  the  various  forms  of 
ureteritis,  referable  to  pelvic  abnormities. 
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Isolated  cases  are  occasionally  reported,  and  those  forms  of 
renal  disease  which  follow  uterine  cancer,  pyelo-nephritis 
and  hydro-nephrosis,  have  been  more  thoroughly  studied,  as 
i\\Q  post-morte7n  room  furnished  a  favourable  opportunity  for 
a  correct  interpretation  of  the  peculiar  and  often  ill-defined 
symptoms;  of  late,  with  the  progress  in  renal  and  abdomi- 
nal surgery,  and  the  improved  methods  of  exploration  and 
treatment  of  the  ureters,  these  forms  of  disease  have  been  more 
frequently  and  more  readily  recognised,  and  are  assuming 
greater  prominence  and  greater  practical  importance  ;  hence, 
I  deem  it  an  opportune  time  to  present  this  subject  and,  as 
the  most  frequent  and  troublesome  of  the  various  pathological 
conditions  which  so  occur,  I  desire  to  call  attention  especially 
to  the  ureteritis  and  nephritis  resulting  from  distortion  or 
compression  of  the  ureters  by  neoplasms,  exudates,  or  dis- 
placement ;  above  all,  by  chronic  pelvic  inflammation. 

I  will  first,  however,  briefly  review  the  various  forms  of 
uterine  and  pelvic  disease  which  may  lead  to  renal  changes, 
classifying  these  cases  by  the  causative  pelvic  conditions. 

Classification. —  Functional  derangements  and  morbid 
changes  in  the  kidneys   may  result  from  : — 

I.  The  involvement  of  contiguous  structures,  the  direct 
spreading  of  disease  to  ureters  and  bladder — {a)  from  without  ; 
of  pelvic  inflammation  or  malignant  growths ;  {b)  frorn  within, 
by  the  mucous  tract ;  of  septic  or  gonorrhoeal  inflammation. 

II.  Pressure  from  displaced  organs,  neoplasms,  or  inflam- 
matory products — {a)  on  the  bladder ;  {b)  on  the  ureters. 

III.  Nerve  influence — [ci)  reflex  irritability  or  reflex  con- 
traction of  urethra,  bladder,  or  ureters  ;  dysuria,  anuria,  or 
hysterical  urine,  by  direct  reflex  action  of  the  urinary  organs ; 
{U)  disturbance  of  innervation  influencing  circulation  and 
secretion,  perverted  nerve  action  as  it  accompanies  pregnancy, 
amenorrhoea,  and  other  uterine  changes. 

I.  Re7ial  disease  determined  by  the  involvement  of  con- 
tiguous structures. — {ci)  The  fundus  of  the  bladder  and  the 
pars  pelvina  of  the  ureters,  from  the  brim  of  the  pelvis  to 
their  vesical  insertion,  are  more  or  less  affected  by  ail  circum- 
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uterine  changes,  and  perimetric  inflammation  is  especially- 
liable  to  involve  these  tissues.  The  ureter  is  affected  by- 
pelvic  inflammation  precisely  like  the  fallopian  tube,  or  any- 
other  neighbouring  structure,  and  ureteritis  and  cystitis  follow 
long-continued  inflammation  of  the  walls,  which  gradually 
spreads  to  the  pelvis  of  the  kidney,  and  finally  to  the  renal 
tissue  itself,  {p)  Puerperal  fever  or  septic  inflammation  fol- 
lowing vaginal  operations  or  decomposing  neoplasms  may 
extend  to  the  kidney  through  the  ordinary  channels,  or,  like 
gonorrhoeal  inflammation,  by  direct  infection  through  urethra, 
bladder,  and  ureters. 

II.  Renal  disease  may  result  from  the  pressure  of  displaced 
organs  of  neoplasms^  or  inflaimnatory  masses  on  bladder  or 
tireters. — {a)  Pressure  on  the  bladder,  which  so  frequently 
occurs,  either  from  an  anteflexed  fundus,  ovarian  tumour,  or 
uterine  fibroid,  or  from  inflammatory  deposits  in  the  utero- 
vesical  fold,  has  always  been  recognised  as  a  cause  of  vesical 
irritation  and  cystitis ;  if  continued  for  a  sufficient  length  of 
time,  and  under  conditions  favouring  the  progress  of  disease, 
ureteritis,  pyelitis,  and  pyelo-nephritis  will  result.  {F)  Pressure 
on  the  ureters  is  most  likely  to  result  from  exudates  or  from 
induration  of  the  surrounding  tissues  by  chronic  pelvic  in- 
flammation, from  cancerous  masses  or  neoplasms,  ovarian 
tumours,  and  especially  fibroid  growths  and  displacement  of 
the  pelvic  viscera  ;  above  all,  retroflexion  and  prolapsus  uteri. 
The  obstruction  thus  inaugurated  will  lead  to  ureteritis  and 
then  to  pyelitis  with  its  sequences,  less  frequently  to  hydro- 
ureteritis  and  hydronephrosis,  or  to  complete  suppression  of 
urine  and  fatal  uraemia. 

III.  Functional  derangement  and  finally  morbid  changes 
are  produced  by  nervous  influences  emanating  from  the 
diseased  pelvic  viscera. — {ci)  As  reflex  phenomena,  or  {h) 
by  perverted  action  of  the  secretory  nerves  due  to  the  in- 
timate connection  of  the  uterine  and  renal  plexus. 

{ci)  The  influence  of  the  nervous  system  and  of  the  genital 
organs  upon  the  urinary  tract  is  in  some  cases  so  evident  that 
we  have  good  reason  to  ascribe  other  less  well  marked  symp- 
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toms  to  the  same  cause  ;  as  the  copious,  so-called  hysterical, 
urine  seems  a  reflex  symptom  distinctly  referable  to  nerve 
influence,  sometimes  to  utero-ovarian  irritation,  so  there  is 
an  anuria  due  to  the  same  cause  ;  spasmodic  contraction  of 
the  urethra  or  ureters  occurs  as  a  reflex  symptom,  also  vesical 
and  renal  tenesmus.  Frequent  as  these  conditions  are,  they 
rarely  persist  sufficiently  long  to  influence  the  kidney  per- 
manently and  to  produce  renal  disease  ;  suppression  of  urine 
occurs  as  a  reflex,  more  generally  speaking,  hysterical  symp- 
tom, and  may  lead  to  pyelitis,  a  mild  nephritis,  or  a  hydro- 
nephrosis. In  the  Philadelphia  Medical  News,  1889,  a  case  is 
cited  of  mild  nephritis,  with  pus  and  casts  in  the  urine,  follow- 
ing spasmodic  contraction  of  the  urethra,  and  I  believe  such 
cases  to  be  more  frequent  in  connection  with  pelvic  disease 
than  we  may  suppose,  as  the  slight  symptoms  produced  are 
overlooked  amid  the  varying  pains  of  the  primary  disease. 

Dr.  E.  P.  Fowler,^  of  New  York,  in  his  book  on  suppres- 
sion of  urine  cites,  amid  his  ninety-three  tabulated  cases,  two 
instances  of  suppression  due  to  hysteria,  and  Farlow  refers  to 
four  in  his  own  practice.  Whether  these  were  distinctly 
reflex  or  merely  sympathetic  I  cannot  say. 

{]))  Functional  derangements  and  even  tissue-changes  in 
the  kidney  occur,  in  connection  with  physiological  and  patho- 
logical state  of  the  uterus,  which  for  the  present  we  can  only 
refer  to  perverted  nerve  action,  a  disturbance  in  innervation 
or  circulation,  passing  away  if  merely  functional  or  of  short 
duration. 

Whilst  the  local  oedema,  which  appears  in  various  parts  of 
the  body  as  an  accompaniment  of  the  menstrual  state  may 
appear  as  a  vaso-motor  reflex,  a  tropho-neurosis,  it  also  exists 
as  a  result  of  reflex  renal  action,  and  when  this  is  the  case  I 
have  repeatedly  observed  an  aggravation  of  the  existing 
oedema,  during  the  period — for  instance,  in  cases  in  which 

1  John  W.  Farlow  :  "Suppression  of  Urine  for  Twelve  Days  from  Com- 
pression of  both  Ureters."     Boston  Med.  and  Surg.-Journal,  April  4th, 
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pyelo-nephritis  already  existed  as  a  result  of  compression  of 
the  ureter  by  pelvic  inflammation  ;  in  milder  cases  of  the 
kind,  when  the  oedema  had  not  yet  become  permanent  or  the 
renal  symptoms  marked,  it  would  appear  only  during  men- 
struation. The  oedema  which  sometimes  accompanies  amen- 
orrhoea,  is  probably  a  resultant  and  not  a  concomitant,  like 
some  of  the  forms  of  renal  disturbance  accompanying  preg- 
nancy, a  reflex  anaemia  of  the  kidney.  The  few  cases  which 
I  have  seen  have  appeared  so  to  me,  as  I  have  been  obliged 
to  exclude  other  causes ;  most  striking  of  these  was  a  case 
which,  I  unfortunately,  did  not  see  but  a  few  times  : — 

Miss  M.,  from  Texas,  a  well-built,  slender  girl  of  sixteen 
had  menstruated  very  irregularly  during  the  first  year,  and 
had  missed  her  periods  entirely  for  the  last  four  months ; 
during  the  first  part  of  this  time  she  was  very  much  bloated, 
without  febrile  symptoms  or  other  evidences  of  disease.  Iron 
and  other  tonics  were  given,  and  when  I  saw  her,  on  account 
of  headache  and  general  lassitude,  a  comparatively  slight 
oedema  remained ;  the  urine  was  somewhat  pale,  but  normal ; 
no  vaginal  examination  was  made. 

I  continued  tonics  and  sent  her  home  from  boarding- 
school  ;  two  months  later  her  physician  informed  me  that  the 
menstrual  flow  had  returned  after  the  use  of  permanganate  of 
potash,  and  that  the  oedema  had  disappeared,  the  patient 
stronger,  in  good  health,  urine  normal,  and  no  evidence  of 
kidney  disease. 

The  renal  changes  occurring  during  pregnancy  I  believe 
to  be  more  generally  due  to  pressure  of  the  gravid  uterus  on 
the  ureters,  but  a  certain  percentage  may  be  due  to  disturbance 
of  innervation.  Flaischler,  of  Berlin  {Zeitschrift  fiir  Geburt- 
shiilfe  und  Gyndkologie,  1882,  viii.  2),  claims  that  in  two  per 
cent,  of  all  cases  the  pregnant  organ  elicits  a  reflex  anaemia  of 
the  kidney  which  leads  to  morbid  conditions,  the  typical  kid- 
ney of  pregnancy  {Schwangerschafts  Niere),  with  changes  in 
the  epithelium  of  the  glomeruli,  albumen  in  the  urine,  and,  in 
later  stages,  casts  and  renal  epithelium.  Similar  circulatory 
changes  in  the  kidney  appear,  he  says,  during  parturition,  as 
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reflex  symptoms  In  response  to  uterine  contractions  during 
labour  pains. 

The  author  deems  the  termination  of  these  conditions  in 
chronic  nephritis  probable,  but  not  proven ;  according  to  my 
observation,  it  does  occur  when  the  morbid  influence  excited 
during  pregnancy  by  physiological  changes  in  the  uterus  is 
continued  by  following  pathological  states,  such  as  displace- 
ment or  subinvolution  ;  in  cases  in  which  pelvic  peritonitis 
followed  labour,  with  laceration  of  cervix  and  perinasum,  the 
nephritis  of  pregnancy  was  followed  by  persistent  ureteritis 
and  pyelo-nephritis.  Quite  a  number  of  these  indistinct  and 
peculiar  cases  of  renal  disease  which  I  have  seen  in  connec- 
tion with  utero-ovarian  changes  have  been  distinctly  referable 
to  a  severe  labour,  six  and  even  ten  years  ago ;  but  whether 
due  to  the  labour,  or  inaugurated  during  pregnancy  and 
aggravated  by  the  labour,  I  cannot  say. 

Renal  lesions  following  pressure  on  the  pelvic  portion  of 
the  ureter. — The  most  frequent,  and  the  most  important  of 
these  forms  of  nephritis,  to  the  gynaecologist,  at  least,  are 
those  which  are  produced  by  intra-pelvic  pressure,  to  which 
both  bladder  and  ureters  are  exposed. 

I  need  not  dwell  upon  those  cases,  mainly  pyelitis  and 
pyelo-nephritis,  resulting  from  the  upward  extension  of 
vesical  inflammation  caused  by  pressure  or  traction  on  the 
bladder,  as  they  are  well  known,  readily  detected  in  their  early 
stages,  and  more  easily  remedied.  The  annoying  symptoms 
usually  caused  by  vesical  irritation  lead  to  speedy  investiga- 
tion and  treatment,  so  that  the  condition  rarely  continues  for 
a  sufficient  length  of  time  to  determine  renal  changes.  Far 
more  occult  and  dangerous  is  pressure  on  the  ureter,  and  it  is 
the  causes  and  results  of  such  injury  which  I  wish  mainly  to 
discuss :  the  causes  I  have  mentioned,  pelvic  inflammation 
neoplasm,  and  displacements,  the  morbid  changes  which 
result  in  the  excretory  tract,  and  finally  in  the  kidney,  are,  as 
we  might  expect,  from  mechanical  obstruction,  and  the  exten- 
sion of  inflammation  from  contiguous  structures — ureteritis, 
then     pyelitis,    pyelo-nephritis,    finally    cysto-uretero-pyelo- 
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nephritis ;  or  hydro-ureteritis  and  hydro-nephrosis,  contracted 
kidney,  and  cystic  or  fatty  degeneration. 

The  progress  of  these  cases  is  usually  slow  and  extremely 
insidious ;  and  they  are  overlooked  in  their  earlier  stages 
because  the  earlier  and  less  violent  symptoms  are  so  blended 
with  the  backaches,  bearing-down,  and  lumbar  pains  of  the 
pre-existing  and  more  prominent  pelvic  trouble  that  they  are 
naturally  ascribed  to  this. 

Not  until  the  renal  disease  is  assuming  serious  proportions, 
in  its  later  stages,  is  attention  directed  to  the  complication  by 
vesical  and  renal  tenesmus,  by  intense  renal  pains,  or  the  ago- 
nizing pains  of  nephritic  colic  or  urinary  suppression ;  per- 
haps the  painful  distension  of  a  hydro-nephrosis  or  an  oedema, 
disturbance  of  vision,  headaches  and  coma. 

Relief  is  then  doubtful,  unless  it  may  be  attained  by  the 
removal  of  an  obstructing  tumour,  and  life  is  endangered, 
either  by  suppression  of  urine,  uraemic  intoxication,  and 
coma,  or  by  the  slow  failing  from  chronic  nephritis  with  car- 
diac complications ;  the  suffering  is  most  intense  and  almost 
constant. 

Parts  of  the  Mveier  exposed. — The  ureter  is  exposed  to 
mechanical  disturbance  from  the  pelvic  viscera  in  its  entire 
pelvic  portion,  from  the  point  at  which  it  crosses  the  pelvic 
brim  to  its  vesical  insertion.  It  is  endangered  in  its  lower 
portion,  between  bladder  and  cervix  uteri,  by  compression 
against  the  symphysis,  and  against  the  brim  of  the  pelvis  at 
the  junction  of  its  pelvic  and  abdominal  parts ;  at  its  lower 
curvature,  where  the  right  ureter  crosses  the  rectum,  it  is  fre- 
quently distorted,  and  subject  to  injury  from  the  uterine 
fundus,  and  displaced  or  indurated  appendages  ;  compression 
and  distortion  from  chronic  pelvic  inflammation  are  most 
liable  to  occur  at  the  point  where  the  ureter  penetrates  the 
parametrium  in  its  course  through  the  cellular  tissue  ;  changes 
in  this  structure  readily  involve  the  delicate  tubes  which  it 
surrounds. 

The  right  ureter  is,  perhaps,  somewhat  more  liable  to 
injury  than  the  left,  because  a  part,  over  one  centimetre  in 
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length,  at  the  commencement  of  its  lower  curvature,  rests  on 
the  perineal  flexure  of  the  rectum  which  is  so  liable  to  disten- 
tion by  hard,  constipated  masses,  thus  displacing  the  ureter 
and  subjecting  it  to  pressure  from  overlying  structures.  The 
greater  tendency  of  the  right  kidney  to  displacement  also  in- 
creases the  danger  to  the  ureter  on  that  side,  which  may  be 
affected  by  compression  in  abnormal  positions  of  the  kidney 
or  by  narrowing  of  its  canal  by  distortion,  and  thus  lead  to 
renal  complications. 

Sources  of  injury. — The  various  uterine  and  pelvic  de- 
rangements which  lead  to  the  obstructive  forms  of  nephritis, 
by  injury  to  the  ureter,  have  already  been  mentioned.  Most 
frequent,  as  causes  of  renal  changes,  are  pelvic  inflammation 
and  malignant  disease  of  the  uterus.  Peri-  and  para-metritis, 
pelvic  cellulitis,  and  pelvic  peritonitis  disturb  the  ureter  either 
by  compression  between  inflammatory  masses  or  indurated 
tissues,  or  distort  and  displace  it  by  the  traction  of  cicatrical, 
bands;  thus,  Farlow  found,  upon  post-mortem  examination 
in  a  case  of  death  from  suppression  of  urine,  both  ureters  im- 
bedded, near  their  entrance  into  the  bladder,  in  a  dense  fibrous 
stricture,  the  tissue  extending  to  either  side  into  the  broad  liga- 
ment At  the  point  of  stricture,  the  calibre  was  reduced  so 
that  a  small  probe  would  scarcely  pass,  whilst  above  they  were 
moderately  dilated,  as  were  also  the  pelves  of  the  kidneys. 

Dr.  Henry  Coe  reports  three  post-mortem  examinations 
in  which  pressure  was  caused  at  a  point  two  inches  from  the 
vesical  insertion  by  cicatricial  nodules  associated  with  uterine 
disease. 

Howard  A.  Kelly,  in  a  case  under  treatment,  found  the 
left  ureter  hard  and  sensitive  and  so  changed,  that  it  was  at 
first  mistaken  for  a  large  tender  ovary.  Sanger  also  des- 
cribes similar  conditions. 

Inflammatory  conditions  of  the  parametria  not  alone 
distort,  displace,  and  compress  the  ureters,  but  extend  directly 
to  this  part,  which  is  imbedded  within  their  tissue. 

Carcinoma  uteri. — Almost  as  frequent  is  carcinoma  uteri 
as  a  cause  of  compression  of  the  ureters,  and  obstructive  ne- 
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phritis  follows  malignant  growths  far  more  often  than  it 
does  benign  neoplasms,  probably  because  it  not  alone  com- 
presses, but  also  directly  involves  the  pelvic  tissues  and  the 
excretory  channels. 

These  forms  of  renal  disease,  although  of  no  therapeutic 
interest,  are  better  known  than  any  other  due  to  pelvic 
obstruction,  and  have  been  more  thoroughly  observed,  the 
fatal  termination  which  soon  follows  this  complication  of 
serious  lesions,  enabling  the  attendant  to  verify  by  post- 
mortem examination  the  conditions  detected  at  the  bedside. 

As  early  as  1883,  Artaud  {Gazette  MMicale  de  Paris, 
August  4th,  1883)  described  nephritis  with  hypertrophy  of 
the  heart  following  compression  of  the  ureters  by  carcinoma 
uteri. 

When  the  causative  compression  was  slight  the  kidney 
showed  but  little,  if  any,  enlargement,  with  molecular 
(koernige)  infiltration  about  the  uriniferous  tubules,  the 
arterioles  and  glomeruli,  with  hypertrophy  of  the  glomeruli 
and  the  tubuli  contorti,  and  fatty  degeneration  of  the  epithe- 
lium. If  pressure  was  more  intense  or  of  longer  duration, 
dilatation  of  ureter  and  pelvis  existed,  with  corresponding 
atrophy  of  the  kidney ;  the  tissue  about  tubules  and 
glomeruli  was  found  in  a  state  of  fibrous  degeneration  in 
place  of  the  early  infiltration ;  the  tubules  atrophied,  glome- 
ruli in  fibrous  or  cystic  degeneration ;  the  epithelium  in  the 
tubuli  recti  and  the  larger  channels  {Sammelkanalchen)  in  a 
state  of  embryonic  degeneration.  Hypertrophy  of  the  left 
ventricle  was  repeatedly  observed,  but  without  myocarditis 
interstitialis. 

Lancereaux  {Gazette  Medicate,  1886,  No.  24)  cites  twenty- 
three  cases  of  carcinoma  uteri,  in  which  hydro-nephrosis  was 
caused  by  compression  of  the  ureters  ;  an  obstructive  condi- 
tion (stauungs  nephritis)  was  followed  by  atrophy  and  inter- 
stitial nephritis.  Uraemia  occurred  in  all  but  five,  and  of 
these  three  died  from  haemorrhage  before  uraemia  could 
develop.  Hypertrophy  of  the  heart  this  author  did  not  ob- 
serve, hence  he  considers  this  not  a  direct  sequence  to  renal 
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disease,  but    due  to  the  arterial  degeneration  which  accom- 
panies primary  nephritis. 

Fibro  myoma  uteri. — Of  all  non-malignant  neoplasms,  solid 
tumours  of  the  uterus  are  most  likely  to  produce  such  con- 
ditions, far  more  so  than  ovarian  growths,  as  they  are  less 
yielding  and  less  movable.  These  renal  troubles  form  an  im- 
portant factor  in  determining  the  question  of  operative  pro- 
cedure ;  indication  and  prognosis  of  hysterectomy  often  de- 
pending upon  this  secondary  condition  ;  a  tumour  which  is 
stationary  and  otherwise  perfectly  harmless  demands  active 
treatment  if  physical  symptoms,  or  the  results  of  urinary 
examination  indicate  renal  lesions,  and  the  prognosis  depends 
upon  the  extent  of  this  injury ;  on  the  other  hand,  if  renal 
disease  has  progressed  too  far,  an  operation,  otherwise 
timely,  is  counter-indicated. 

I  recall  a  case  of  this  kind  in  a  maiden  lady,  forty-seven 
years  of  age,  to  whom  I  was  called  during  the  period  of 
uraemic  intoxication,  previous  to  its  fatal  termination.  The 
post-mortem  examination  revealed  a  uterus  enlarged  by 
multiple  fibroids,  settled  low  down  in  the  pelvis,  almost 
obliterating  the  vagina,  and  extending,  on  the  right,  to  the 
height  of  the  navel,  the  tumour  to  the  left  being  considerably 
smaller,  but  broader  ;  the  bladder  was  compressed  against 
the  symphysis,  thinned  and  flattened,  and  the  right  ureter 
was  forced,  by  a  bulging  mass  of  the  tumour,  against  the 
pelvic  brim,  thinned  below,  thickened  above  the  point  of 
compression,  so  that  it  could  be  felt  externally ;  the  right 
kidney  contracted,  the  pelvis,  like  the  upper  part  of  the 
ureter,  dilated.  The  left  kidney  was  likewise  contracted, 
but  without  dilatation  of  pelvis  and  ureter,  the  latter  but 
little  enlarged  by  induration  of  its  walls. 

The  notes  of  this  interesting  case  are,  unfortunately, 
imperfect,  as  they  were  taken  some  years  ago,  before  my 
attention  had  been  attracted  to  the  subject  and  before  I 
fully  appreciated  the  true  relationship  of  the  various  condi- 
tions. 

A  similar  case,  but  more  carefully  observed,  is  related  by 
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Dr.  A.  T.  Cabot  (David  Clapp  and  Son,  Boston,  1887),  in  his 
paper  on  hysterectomy  for  the  relief  of  pyelitis  from  obstruc- 
tion. The  case  was  one  of  a  small  fibroid,  in  a  lady  seventy 
years  of  age,  which  had  hardened  and  settled  down  in  the 
pelvis,  having  given  her  no  trouble  for  years.  For  a  long 
time  she  had  suffered  from  frequency  of  micturition,  but 
over  a  year  before  the  fatal  termination,  after  a  fall,  which 
had  been  followed  by  an  attack  of  acute  pelvic  inflammation, 
the  urinary  symptoms  were  aggravated.  After  this  the 
urine  was  loaded  with  pus,  bits  of  phosphatic  material  passed, 
pain  in  the  bladder  increased,  urination  became  excessively 
frequent,  with  almost  constant  tenesmus,  and  she  died  in 
uraemic  condition  with  suppression  of  urine. 

The  fibroid  proved  to  be  calcified  and  matted  down  in  the 
pelvis  by  adhesions  everywhere ;  the  bladder  was  contracted 
and  thinned,  containing  a  few  drops  of  ammoniacal  urine; 
both  ureters  had  been  compressed  in  their  passage  over  the 
brim  of  the  pelvis  by  the  tumour,  and  were  as  thick  as  a  lead 
pencil  above  this  point.  The  kidneys  were  large,  soft,  dark 
red,  the  pelvis  much  dilated  and  full  of  phosphatic  material. 

Unfortunately,  the  diagnosis  is  rarely  made  when  com- 
pression of  the  ureters  first  occurs — not  until  the  kidney  is 
affected,  when  renal  and  vesical  tenesmus,  intense  darting 
pains  along  the  course  of  the  ureter,  and  pus  in  the  urine, 
indicate  the  condition,  does  the  surgeon  thoroughly  realise 
the  danger;  if  this  occurs  in  the  earlier  stages,  if  pyelitis 
soon  follows,  before  structural  changes  have  progressed  too 
far,  the  patient  may  yet  be  saved.  The  indication  for  active 
interference  is  distinct ;  we  must  proceed  at  once,  bearing  in 
mind  that  unless  relief  is  afforded  the  sufferer  is  doomed. 

In  the  earlier  stages,  posture  and  manipulation,  the  raising 
of  the  tumour,  may  remove  the  trouble ;  even  in  the  later 
stages  the  electrical  treatment  may  be  resorted  to,  by  which 
sufficient  reduction  and  absorption,  especially  of  inflammatory 
products,  is  attained  to  free  the  ureter  from  pressure,  but 
unless  these  measures  speedily  succeed,  hysterectomy  is  the 
only  alternative;  in  advanced  stages,  however,  the  patient 
should  not  be  subjected  to  this  then  needless  danger. 
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I  have  succeeded,  by  the  use  of  electricity,  in  relieving  a 
patient  in  the  early  stages  of  ursemic  intoxication,  due  to 
suppression  of  urine  from  rapidly  developing  compression  of 
both  ureters  by  utero-ovarian  cancer  complicated  with  pelvic 
inflammation.  Micturition  was  exceedingly  scant  and  pain- 
ful, the  urine  containing  pus  and  albumen,  renal  tenesmus 
excessive,  headache,  persistent  nausea,  and  vomiting  present. 
By  the  daily  use  of  vagino-abdominal  galvanism,  with  from 
eighty  to  one  hundred  milliamperes,  a  decided  shrinkage  of 
the  mass  was  produced,  and  the  secretions  increased.  The 
patient  left  for  her  home  restored  as  far  as  she  could  possibly 
be,  micturition  abundant  and  painless,  sensorium  free,  ap- 
petite and  digestion  good. 

In  another  case,  that  of  a  young  coloured  woman,  a  small 
fibroid,  not  larger  than  a  child's  head,  in  the  anterior  wall  of 
the  uterus,  compressed  the  bladder  and  left  ureter,  and  led  to 
vesical  tenesmus  with  frequent  micturition,  and  jagging-lanci- 
nating  pain  along  the  course  of  the  ureter  on  the  left  side, 
from  the  brim  of  the  pelvis  to  the  kidney ;  the  urine  con- 
tained pus  and  pavement  epithelium  from  bladder  or  ureter. 
Negative  electro-cauterization,  not  puncture,  was  resorted  to, 
as  almost  complete  amenorrhoea  existed,  with  currents  of  one 
hundred  and  fifty  milliamperes,  after  the  first  tentative  treat- 
ment with  milder  currents.  The  application  was  repeated 
every  second  day.  Improvement  was  rapid,  and  the  renal 
function  was  restored,  the  tenesmus  ceasing  after  two  weeks' 
treatment ;  the  last  traces  of  pus  disappeared  more  slowly. 

Unless  relief  can  be  so  obtained,  and  this  may  be  but 
temporary,  hysterectomy  must  be  resorted  to,  as  it  has  been 
successfully  done  by  Dr.  Cabot  and  others. 

Pressure  by  the  pregnant  uterus. — Renal  changes  ob- 
served during  pregnancy  may  be  reflex  in  character  or  due  to 
a  disturbed  innervation,  but  in  the  majority  of  cases  they 
are  referable  to  mechanical  influence,  to  vascular  changes  or 
to  obstruction  caused  by  pressure  upon  the  bladder  or  the 
greatly  exposed  ureters  ;  the  condition  produced  is  one  which 
Flaischler  distinguishes  from  both  chronic  parenchymatous 
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and  interstitial  nephritis,  and  compares  with  the  kidney  of 
cholera,  like  which  it  rarely  results  in  a  chronic  affection. 

Among  1,000  gravidae  he  found  twenty-six  so  afflicted,  the 
urine  in  all  cases  containing  albumen,  only  in  a  few  of  the 
more  severe  did  it  contain  casts,  mainly  hyaline,  some  granu- 
lar, and  rarely  renal  epithelium. 

During  labour  albumen  is  more  frequently  found,  as  the 
renal  circulation  and  the  excretory  channels  are  more  likely 
to  be  affected  both  by  reflex  influences  and  by  pressure,  than 
is  the  case  during  pregnancy.  I  have  repeatedly,  in  patients 
suffering  from  pelvic  disease,  seen  renal  lesions  which  had 
existed  for  years,  developing  slowly,  making  but  little  pro- 
gress, and  referable  to  a  severe  labour.  As  the  uterine  dis- 
ease caused  the  prominent  symptoms,  and  the  nephritis  was 
not  distinctly  expressed,  but  the  vesical  irregularities  were 
marked,  her  attendants  had  never  detected  the  renal  lesion, 
but  explained  the  tenesmus  and  dysuria  by  interference  with 
the  function  of  the  bladder  by  the  uterus.  Careful  examina- 
tion revealed  the  pyelitis  or  pyelo-nephritis,  and  the  patient 
invariably  recalled  a  certain  labour  to  which  she  distinctly 
traced  renal  and  vesical  symptoms.  These  may  have  com- 
menced during  the  pregnancy,  but  were  overlooked  amid  all 
the  annoyances  of  that  period,  being  observed  only  after  the 
disappearance  of  all  other  symptoms  with  delivery.  Flaisch- 
ler  found  this  evidence  of  renal  disturbance  in  25  per  cent,  of 
the  primipara  and  8  per  cent,  of  the  multipara,  among  537 
parturient  women  examined. 

Uterine  displacements. — Prolapsus,  or  retroflexion  and 
descensus  uteri,  may  lead  to  pyelo-nephritis'  or  to  hydro- 
nephrosis, by  distortion,  displacement,  or  compression  of  the 
ureter. 

In  prolapsus  we  frequently  find  the  bladder  drawn  down- 
ward so  that  the  ureter  is  distorted  or  the  trigonum  is  com- 
pressed below  the  symphysis,  when  it  will  be  found  exces- 
sively sensitive.  Virchow  described  such  a  case  in  a  woman, 
forty-three  years  of  age,  in  the  Berlin  Obstetrical  Society  in 
1846,  in  which  the  ureters  were  contracted  up  to  the  pelvic 


Summary  of  GyncBcology,  inchtding  Obstetrics.      323 

brim  (which,  however,  seems  to  indicate  pressure  at  this  point) 
and  the  pelves  of  the  kidneys  dilated  ;  and  a  similar  case, 
with  hydro-ncphrosis  and  renal  atrophy,  is  reported  by 
Phillips  in  the  Transactions  of  the  Loridon  Obstetrical  Society ^ 
vol.  xi.,  page  272. 

Symptoms. — The  symptoms  are,  in  the  majority  of  cases, 
such  as  not  to  attract  attention,  often  extremely  indistinct 
until  the  renal  disease  has  progressed  perhaps  beyond  relief; 
the  changes  usually  develop  slowly  in  the  course  of  years, 
and  the  less  marked  renal  and  ureteral  pains  of  the  earlier 
periods  are  obscured  by  similar  pains  arising  from  the  original 
pelvic  disturbance  ;  renal  disease  causes  pain  in  the  region  of 
the  kidney,  posteriorly  toward  the  spinal  column,  and  ante- 
riorly beneath  the  lower  ribs,  where  we  frequently  find  a  reflex 
or  sympathetic  pelvic  pain,  then,  especially  if  the  ureter  is  in- 
volved, it  extends  downward  along  the  course  of  this  organ 
toward  the  bladder ;  whilst  the  pain  of  a  perimetritis,  or  of 
an  enlarged  or  displaced  and  dragging  uterus,  extends  from 
the  pelvis  upward  in  the  same  direction,  and  ovarian  pains 
likewise  frequently  radiate  upward  to  the  kidney ;  these  pains, 
due  to  disease  of  entirely  distinct  organs,  all  radiate  toward 
the  same  region.  The  utero-ovarian  pain  is  greatest  in  the 
pelvis,  whilst  the  renal  pain  is  most  intense  above,  and 
pain  due  to  disease  of  the  ureter  extends  over  the  in- 
tervening region.  We  can  readily  differentiate  between 
uterine  and  renal  pains  when  but  one  is  present,  but  when 
co-existing,  neither  sufficiently  intense  to  be  characteristic,  it 
is  almost  impossible  to  determine  precisely  the  cause  of  each 
symptom  ;  the  symptoms,  moreover,  are  varied,  as  points, 
kind,  and  cause  of  compression,  and  the  resulting  changes 
differ  greatly. 

In  the  earlier  stages  the  symptoms  are  most  vague,  per- 
haps only  a  dull  aching,  as  it  is  frequently  found  when  refer- 
able to  uterine  disease  ;  later,  renal  and  vesical  tenesmus, 
extremely  scant  and  painful,  and  again  very  copious  micturi- 
tion, frequent  getting  up  at  night,  with  restless  sleep,  and 
relief  for  a  short  time  after  passing  water,  are  among  the 
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more  frequent  symptoms  of  uretero-renal  affections  ;  darting, 
spasmodic,  and  more  or  less  persistent,  burning  pains  from 
the  brim  of  the  pelvis  along  the  course  of  the  ureter  toward 
the  kidney,  and  down  toward  the  bladder,  are  complained  of ; 
in  the  region  of  the  kidney  a  deep-seated  pain  is  often  referred 
to,  or  a  nervous,  burning,  and  again  a  lancinating  pain,  ex- 
tending across  the  small  of  the  back,  and  anteriorly  toward 
the  liver.  These  pains  are  not  constant ;  both  in  pyelo- 
nephritis and  the  frequently  intermittent  hydronephrosis  they 
are  often  spasmodic,  sometimes  appearing  daily,  then  lasting 
for  several  hours,  especially  during  the  night,  sometimes  not 
appearing  for  five  or  ten  days,  and  then  persisting  for  twenty- 
four  or  forty-eight  hours ;  the  less  frequent  their  occurrence, 
the  longer  the  period  of  suffering. 

As  the  disease  progresses  cedema  develops,  which,  at  first, 
appears  only  during  periods  of  aggravation,  then  anuria 
occurs  more  frequently  and  finally  leads  to  uraemia,  or  uraemia 
occurs  without  a  preceding  suppression. 

The  symptoms  of  suppression  of  urine  in  these  cases 
of  nephritis,  resulting  from  slowly  developing  and  often  inter- 
mittent compression  greatly  mystify,  as  they  cloud  the  picture 
usually  presented  by  suppression,  which  results  either  from 
direct  and  complete  obstruction  in  the  passage,  or  from  in- 
ability of  the  kidney  to  perform  its  function.  I  will  by  no 
means  say  that  in  all  cases  the  symptoms  develop  until  they 
lead  to  anuria  or  uraemia ;  the  progress  of  the  disease  at  times 
is  almost  imperceptible.  I  have  seen  patients,  even  after  a 
continuance  of  six  and  eight  years,  still  with  the  same  vague 
discomforts  and  occasional  exacerbations  of  the  first  period, 
probably  where  a  comparatively  slight  obstruction  exists,  a 
compensation  has  taken  place  or  the  organs  have,  to  a  certain 
extent,  accommodated  themselves  to  the  existing  conditions — 
now  and  then  the  urine  may  distinctly  indicate  renal  disease, 
but  as  a  rule  this  is  not  the  case,  and  only  persistent  and 
laborious  investigation  will  reveal  the  fact  that  the  kidney 
is  affected,  but  no  more  :  a  definite  pathological  condition  is 
rarely  detected. 


Summary  of  GyncBcology,  including  Obstetrics.      325 

These  cases  may  exist  for  years  unobserved  until  an 
injury,  a  fall,  or  a  lighting-up  of  a  pelvic  inflammation  will 
suddenly  develop  symptoms  which  have  been  quiescent, 
and  such  accidents  generally  aggravate  them  when  already 
existing. 

Vesical  symptoms  are  often  prominent,  first  due  to  nervous 
influences,  later  to  the  resultant  cystitis.  The  conditions  are 
perplexing  and  deceptive,  and  I  have  known  skilled  surgeons 
to  suspect  vesical  disease  as  the  leading  factor  from  the 
prominence  of  these  merely  sympathetic  symptoms,  and 
examine  the  bladder  in  expectation  of  finding  calculi  or 
new  growths. 

The  condition  of  the  urine  varies  according  to  the  develop- 
ment and  nature  of  the  renal  lesion,  as  a  pyelo-nephritis  or  a 
hydro-nephrosis  results,  but,  in  either  case,  it  changes  greatly 
in  quantity  and  appearance,  sometimes  perfectly  normal, 
sometimes  most  threatening  in  appearance ;  in  the  later 
stages,  it  is,  of  course,  more  constant ;  it  will  contain  pus, 
phosphates,  sometimes  small  bits  of  phosphatic  material  from 
the  pelvis  of  the  kidney,  hyaline  or  granular  casts,  with 
granular  matter,  pavement  epithelium  from  vagina,  bladder, 
and  ureter,  and  some  renal  epithelium,  rarely  epithelial  casts. 
Urates  often  abound  ;  casts,  and  all  distinct  evidences  of  renal 
diseases  may  disappear  for  months  in  cases  which  have  ex- 
isted for  years,  notwithstanding  that  the  disease  continues  and 
the  pains  persist,  though  not  with  the  greatest  intensity.  The 
urine  is  generally  of  high  specific  gravity,  slightly  acid  ;  in 
the  later  stages,  excessive,  scant  and  alkaline ;  a  striking 
symptom,  whatever  the  character  of  the  urine  be,  is  its  vari- 
ability, which  is  frequently  due  to  the  fact  that  one  kidney 
only  is  affected ;  especially  if  unilateral  uretero-pyelitis  or 
pyelo-nephritis  exist.  At  times  the  urine  is  found  normal,  so 
that  even  repeated  examination  fails  to  detect  any  change, 
probably  during  complete  occlusion  on  the  diseased  side. 
Hydro-nephrosis  may  be  distinctly  intermittent,  and  varying 
pressure  may  result  in  more  or  less  intermittent  forms  of 
pyelitis. 
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Diagnosis. — The  diagnosis  has  not  generally  been  made 
until  the  renal  symptoms  had  well  developed,  and  pus,  in  the 
peculiar  and  variable  urine,  with  vesical  symptoms,  as  the 
first  striking  symptom  called  attention  to  the  serious  com- 
plication of  the  long-existing  pelvic  disease. 

The  region  of  the  kidney  is  sensitive ;  the  kidney,  if  it 
can  be  felt,  painful — so  also  the  track  of  the  ureter,  which 
may  sometimes  be  felt  in  its  abdominal  portion,  as  a 
thickened  cord. 

The  pelvic  portion  of  the  ureter  is  usually  thinned  (when 
the  point  of  pressure  is  at  the  pelvic  brim),  rarely  thick- 
ened, sometimes  excessively  painful,  like  the  entire  trigonum, 
from  the  point  of  its  insertion  as  far  as  it  can  be  traced  in  the 
pelvis.  The  symptoms  vary  from  those  of  all  primary, 
well-defined,  renal  diseases  ;  vesical  disease,  which  may  be 
simulated  is  excluded  by  the  acid  and  occasionally  clear 
urine  ;  the  occasional  presence  of  renal  epithelia  or  casts,  in 
addition  to  pus  and  mucus,  indicates  renal  complication ; 
the  complete  intermission  of  symptoms,  together  with  the 
limitation  of  the  site  of  pain,  indicates  the  unilateral  disease. 
The  sympathetic  pain  vi^hich  gradually  appears  on  the  other 
side,  even  if  it  be  due  to  an  extension  of  the  disease,  is  less 
violent  in  character. 

Bimanual  examination  is  important  as  a  diagnostic 
resource,  but  does  not  always  serve  to  indicate  the  existing 
condition ;  in  favourable  cases  we  can  detect  a  thickened 
ureter  above  the  brim  of  the  pelvis,  which  is  painful  to  the 
touch,  and  a  thinning  of  the  tract  in  its  pelvic  portion,  with 
sensitiveness  of  the  trigonum.  If  the  ureter  is  exposed  to 
pressure  near  its  vesical  insertion,  the  pelvic  portion  beyond 
this  point  may  be  very  much  enlarged,  and  sometimes  it  is 
thickened  by  inflammation. 

The  point  of  pressure  we  can  rarely  determine  with 
certainty,  but  should  a  dilated  or  thickened  ureter  be  felt 
above  an  inflammatory  mass,  the  thickened  parametrium, 
or  a  neoplasm,  the  diagnosis  is  assured.  This,  however,  is 
extremely  rare,  and   the  diagnosis  is,  as  a  rule,  one  of  ex- 
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elusion,  and  all  existing  symptoms  must  be  considered  in 
conjunction. 

Palpation  of  the  ureter  as  advocated  by  Sanger,  and 
recently  by  Kelly,  must  be  practised,  and  if  this  is  not 
satisfactory,  the  sound  should  be  tried ;  but  whether  the 
sound  be  used  for  diagnostic  or  for  therapeutic  purposes, 
palpation  must  precede  this  procedure,  as  it  may  indicate 
the  location  of  the  vesical  opening  and  the  course  of  the 
ureter,  and  thus  facilitate  the  operation.  I  refer  to  the  valu- 
able paper  of  Dr.  Kelly  for  the  details  of  this  method. 

Palpation  will  tell  us  of  dilatation  or  thickening,  but  not 
of  contraction  of  the  canal,  which  may  exist,  and  at  a  point 
not  to  be  reached  by  palpation,  or  may  occur  in  a  thickened 
ureter ;  hence  a  positive  diagnosis  is  hardly  possible  without 
the  assistance  of  the  sound.  Unfortunately  the  probing  of 
the  ureter  must  still  be  termed  a  difficult  operation,  which 
should  be  practised  with  great  care  until  we  have  become 
more  familiar  with  it,  and  until  the  details  of  the  procedure 
are  more  generally  taught. 

Preparatory  to  the  exploration  of  the  ureter,  the  urethra 
should  be  dilated,  and  then  the  trigone  may  be  located  by 
touch,  and  by  means  of  the  endoscope  by  sight. 

I  would  hardly  advocate  colpo-cystotomy,  or  colpo-uretero- 
cystotomy  for  purely  diagnostic  purposes ;  but  if  we  have 
reason  to  believe  that  the  conditions  are  such  that  treatment 
may  be  indicated  by  this  route,  and  the  ureter  cannot  be 
probed  through  the  dilated  urethra,  the  instrument  should  be 
passed  through  an  opening  in  the  bladder,  or  direct  into  the 
ureter  by  colpo-cystotomy,  or  colpo-uretero-cystotomy. 

Prognosis. — The  prognosis  for  the  present  is  unfavourable, 
and  will  remain  so  until  the  diagnosis  is  made  at  an  earlier 
stage  of  the  disease,  as  it  may  well  be  done  when  attention 
has  once  been  fully  directed  to  these  conditions  as  probable 
complications  of  certain  pelvic  lesions  ;  the  most  favourable 
prognosis  may  be  given  in  that  class  of  cases  which  is  caused 
by  ovarian  tumour,  prolapsus,  or  uterine  displacement,  pro- 
vided they  are  detected  before  irretrievable  renal  lesions  have 
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developed  ;  less  auspicious,  by  reason  of  the  more  persistent 
character  of  the  causative  disease,  are  those  which  result  from 
the  compression  of  the  ureters  by  fibroids  or  other  benign 
neoplasms,  but  reduction  of  the  growth  by  electrolysis,  or  its 
removal  by  hysterectomy,  will  insure  a  restoration  of  healthy 
renal  action. 

Still  less  favourable  is  the  prognosis  in  those  cases  which 
complicate  chronic  pelvic  inflammation,  as  they  are  the  most 
insidious,  in  which  the  precise  site  of  obstruction  can  rarely 
be  determined,  and  in  which  the  cause  cannot  be  removed  by 
surgical  interference.  In  all  cases  resulting  from  carcinoma 
of  the  pelvic  viscera,  but  one  termination  is  possible,  and  this 
we  can  in  no  way  hinder ;  the  fatal  result  to  be  expected 
from  malignant  disease  is  hastened  by  the  debilitating  effect 
of  renal  failure  or  more  rapidly  terminated  by  uraemic  intoxi- 
cation. 

Like  the  development,  the  progress  of  these  cases  is  ex- 
tremely slow,  and  they  may  continue  for  many  years.  I 
have  now  under  observation  two  cases  of  uretero-pyelo- 
nephritis,  due  to  chronic  pelvic  disease,  which  have  continued 
respectively  six  and  seven  years,  and  one  of  intermittent 
hydro-nephrosis  with  beginning  pyelo-nephritis,  which  has 
existed  some  three  years  ;  traumatic  injury,  as  from  a  fall, 
may  cause  exacerbation,  but  unless  some  serious  aggravation 
occurs,  it  is  an  extremely  lingering  disease,  and  when  termi- 
nating fatally  death  usually  results  from  suppression  of  urine 
and  the  resulting  uraemia,  either  by  obstruction  or  by  failure 
of  renal  action.  Hypertrophy  of  the  left  ventricle  is  recorded 
by  Artaud  in  those  forms  of  pyelo-nephritis  which  follow 
carcinoma  uteri,  but  I  have  never  observed  cardiac  changes 
although  the  circulation  may  be  greatly  impaired. 

Treatment. — The  treatment,  to  be  successful,  must  be 
directed  toward  removal  of  the  cause — the  removal  of  the 
offending  neoplasm  by  operation,  or  its  reduction  by  elec- 
tricity or  ergot,  the  reposition  of  a  displaced  uterus  when  this 
is  affecting  the  excretory  channels,  or  the  absorption  of  in- 
flammatory masses  or  cicatricial  indurations,  if  these  are  the 
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source  of  pressure.  The  medication  usual  in  such  cases  is  of 
slight  assistance  only,  but  should  be  resorted  to  for  the  sake 
of  a  possible  temporary  relief  during  the  progress  of  curative 
treatment.  In  cases  due  to  malignant  disease  this  is  our 
only  resort,  together  with  the  use  of  narcotics  for  the  relief  of 
pain. 

The  question  of  treatment  is  a  most  trying  one  in  cases  of 
hydro-nephrosis  or  pyelo-nephritis  complicating  pelvic  cellu- 
litis, in  which  the  source  of  pressure  cannot  be  accurately 
determined  and  in  which  a  distortion  or  compression  of  the 
ureter  is  caused  by  contraction  or  induration  of  the  surround- 
ing tissue,  and  in  which,  probably,  some  narrowing  of  its 
lumen  is  caused  by  infiltration  of  the  walls.  I  believe  that 
under  such  conditions,  as  we  must  attack  the  cause,  we  have 
no  better  remedies  than  those  usually  resorted  to,  to  overcome 
chronic  pelvic  inflammation  and  its  results — heat,  iodine,  and, 
above  all,  the  absorbent  effect  of  the  galvanic  current ;  but  I 
have  found  these  very  inefficient  in  cases  of  this  kind,  and 
the  question  arises  whether  we  must  not  treat  the  uretero- 
renal  lesion  direct,  and  whether  catheterization  of  the  ureter 
shall  be  attempted  and  treatment  through  the  bladder,  or  by 
colpo-uretero-cystotomy,  as  Emmet  and  Bozeman  suggest, 
or  whether  we  must  resort  to  laparotomy  and  cystotomy, 
with  dilatation  and  drainage  of  the  ureter  through  the  relois 
of  the  kidney,  or  remove  the  diseased  kidney. 

Unless  the  causative  compression  can  be  removed,  we 
must  dilate  the  ureter  from  the  bladder  through  the  urethra, 
or  even  from  a  vesical  opening,  or  resort  to  nephrotomy, 
though  the  latter  seems  rather  a  serious  and  the  last  resort, 
and  can  be  only  undertaken  if  the  disease  is  strictly  limited  to 
one  side. 

Something  must  be  done  as  the  disease  steadily  progresses 
and  ordinary  means  usually  fail.  If  they  have  been  tried  and 
have  failed,  we  are  in  duty  bound  to  proceed  to  the  explora- 
tion and  dilatation  of  the  ureter,  and,  if  need  be,  to  nephro- 
tomy, whether  we  are  sure  that  a  narrowing,  a  pus  cavity,  a 
concretion,  which  can  be  overcome  by  operation,  exists  or  not 


330     Summary  of  GyncBCology,  including  Obstetrics. 

If  we  find  such  a  condition,  the  patient  will  be  relieved, 
but  relief  is  even  possible  in  these  peculiar  indistinct  cases  by 
the  operation,  if  nothing  be  found  to  account  for  the  suffering, 
as  is  proven  by  quite  a  number  of  well-attested  cases;  in  some 
complete  relief  was  afforded  by  dilatation  of  the  ureter,  in 
others  by  nephrotomy,  though  no  positive  lesion  of  any  kind 
was  found. 

The  question  of  treatment  will  be  simplified  when  we  learn 
to  detect  these  cases  in  their  earlier  stages ;  when  discovered 
in  time,  relief  of  the  uterine  and  pelvic  conditions  leads  to  a 
thorough  restoration  of  kidney,  ureter  and  bladder.  Many 
of  these  cases  are  constantly  in  the  hands  of  gynaecologists, 
unnoticed,  and  never  suspected,  because  the  obscure  symptoms 
never  develop,  as  relief  comes  by  a  cure  of  the  pelvic  trouble 
which  is  being  treated,  and  is  apparently  the  only  disturbance. 

In  the  later  stages,  when  all  uterine  and  pelvic  treatment 
proves  unavailing,  when  a  cysto-uretero-pyelo-nephritis,  or  a 
hydro-nephrosis  with  renal  atrophy  is  established,  with  begin- 
ning implication  of  the  other  kidney,  we  are  at  a  loss  how  to 
proceed;  we  can  promise  the  patient  but  little,  and  even  if  she 
herself  be  willing  to  take  all  possible  chances,  are  we  then 
justified  in  operative  interference?  The  course  to  be  pursued 
must  be  determined  by  the  conditions  existing  in  the  indi- 
vidual case.  If  free  drainage  can  be  established  through 
ureter  and  bladder  by  dilatation  of  the  ureter,  or  by  treatment 
after  colpo-cystotomy  or  uretero-colpo-cystotomy,  we  may 
expect  a  favourable  result ;  should  this  fail,  drainage  from  the 
pelvis  of  the  kidney  direct — cystotomy — may  be  attempted, 
and,  if  the  kidney  be  very  much  diseased,  it  may  be  removed, 
provided  that  we  have  reason  to  be  assured  of  the  healthy 
condition  of  the  other  kidney.  But  when  both  organs  are 
diseased  treatment  seems  hopeless,  and  our  hands  are  tied, 
however  painful  it  is  to  see  a  woman  in  the  prime  of  life 
slowly  but  surely  failing,  amid  constant  suffering,  more  espe- 
cially so  as  we  know  that  a  trifling  induration,  or  a  slight 
contraction  of  tissue  at  a  single  point,  is  thus  poisoning  her 
existence. 
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Possibly  we  may  free  the  ureter  by  laparatomy,  and  I 
believe  that  an  exploratory  incision  is,  at  least,  to  be  con- 
sidered as  well  as  drainage  through  bladder  or  renal  pelvis,  or 
even  removal  of  the  organ  ;  without  interference  the  result  is 
inevitable,  and  every  effort,  however  dangerous  it  be,  should 
be  made  to  secure  relief. 
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NOTES. 

Honours  for  Mr.  Lawson  Tait. — The  College  of  Physicians 
of  Edinburgh  has  just  awarded  to  Mr.  Lawson  Tait  a  share  in  the 
Cullen  Jubilee  Prize,  given  for  "  the  greatest  benefit  done  to  prac- 
tical medicine  by  applying  surgical  means  for  the  relief  of  medical 
cases."  A  similar  prize  was  instituted  by  the  Royal  College  of 
Surgeons  of  Edinburgh,  the  "  Liston  Jubilee  Prize,"  given  "for  the 
greatest  benefit  done  to  practical  surgery  in  the  triennial  period 
prior  to  June,  1890."  This  prize  has  also  been  awarded  to  Mr. 
Lawson  Tait. 


We  feel  sure  that  the  following  biography  of  the  President  of 
the  British  Gynaecological  Society,  which  appears  in  The  Provincial 
Medical  lournal  for  May,  1890,  will  be  read  with  much  interest. 

C.  H.  F.  RouTH,  M.D. — Dr.  Routh  is  descended  from  one  of 
the  oldest  Yorkshire  families,  originally  called  De  Ruda  of  Routh, 
near  Beverley.  He  was  born  in  Malta  on  January  4th,  1822,  during 
the  residence  there  of  his  father,  Commissary-General  Sir  Randolph 
Routh,  K.C.B.,  whom  he  subsequently  accompanied  to  Canada, 
where  he  began  his  education.  As  a  boy,  not  only  was  he  an 
accomplished  Latin  and  Greek  Scholar,  but  he  possessed  a  special 
talent  for  mentally  solving  mathematical  problems  by  some  unde- 
termined method,  which  he  lost  as  soon  as  he  was  taught  the  usual 
routine  of  mathematics.  This  peculiarity  explains  the  constant 
reference  to  statistics  in  most  of  his  works.  In  his  fifteenth  year 
he  came  to  England  and  entered  as  an  art  student  at  University 
College,  London.  In  1840  he  joined  the  medical  faculty,  where  he 
was  a  most  diligent  student,  especially  in  the  more  practical  depart- 
ments of  medicine  and  surgery,  and  obtained  the  Fellowes'  prize 
gold  medal  for  essays  in  clinical  medicine,  reports  of  which  were 
published  in  the  Medical  Gazette^  1845-50.  It  was  at  this  College 
that  he  laid  the  foundation  of  his  gynaecological  knowledge,  by  being 
Dr.  Murphy's  first  Obstetric  Physician's  Assistant.  He  qualified  in 
1843,  and  graduated  with  honours  at  the  London  University,  taking 
the  M.B.  in  1844,  and  the  M.D.  in  1845,  and  at  a  later  date  he  was 
elected  M.R.C.P.Lond.     In  order  to  become  acquainted  with  con- 
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tinental  practice  he  travelled  abroad,  more  especially  at  Paris,  Prague 
and  Vienna,  and  it  was  at  this  latter  place  that  he  became  acquainted 
with  Professor  Semelweiss,  whose  discovery  of  the  use  and  advan- 
tages of  antiseptics  in  midwifery  he  communicated  to  the  Royal 
Medico-Chirurgical  Society  when  he  returned  to  England  in  1849. 
These  views  were  then  novel,  and  were  at  first  received  with  some 
doubt,  but  Dr.  Routh  has  lived  to  see  every  word  that  he  then 
uttered  confirmed  in  all  particulars,  and  to  see  puerperal  septicaemia 
practically  banished  from  lying-in  institutions.  He  was  shortly  after- 
wards elected  to  the  Fellowship  of  the  College  by  the  Council  of 
University  College,  an  honour  which  it  is  well  known  is  conferred 
only  upon  its  distinguished  alumni. 

His  early  papers  related  mainly  to  general  medicine,  and  this  was 
not  to  be  wondered  at,  for  during  the  first  nine  years  of  his  practical 
work  in  London  he  was  a  physician  to  the  Burton  Crescent  Dis- 
pensary. Amongst  these  early  papers  may  be  named  : — "  Fallacies 
of  Homoeopathy"  (1852),  "Mortality  of  Infants"  (1858),  "Pneu- 
monia," "  Fcecal  Fermentation,"  &c.  His  taste,  however,  was  to- 
wards gynaecology,  his  earliest  work  being  one  on  "  Procreative 
Power"  (1850),  which  appeared  in  the  London  Journal  of  Medicine. 

In  1859  he  was  appointed  public  orator  to  the  Medical  Society 
of  London,  and  from  that  date  papers  on  gynaecological  subjects 
have  repeatedly  appeared;  amongst  which  may  be  noted: — "On 
Menorrhagia,"  "  Early  Signs  of  Pregnancy,"  "Causes  of  Unproduc- 
tive Marriages,"  "  Fibroids  and  Fibrocystic  Diseases  of  the  Uterus," 
"  Bromine  Treatment  of  Uterine  Cancer,"  "  Fundal  Endometritis," 
"Diagnosis  of  Syphilis  in  Women,"  "  Extra-Uterine  Gestation," 
"  Uterine  Deviation,"  "  Nymphomania,"  &c.  His  largest  work  is 
on  "  Infant  Feeding,"  which  has  gone  through  several  editions  since 
it  was  first  published  in  i860,  and  has  been  brought  out  also  both 
in  America  and  on  the  continent.  Some  of  the  highest  prizes  in 
the  profession  have  fallen  to  his  lot.  He  was  Lettsomian  Lecturer 
at  the  Medical  Society  in  1864,  and  its  President  in  1875.  He  has 
held  high  ofifice  at  the  Obstetrical  Society  of  London ;  and  his 
address  as  President  of  the  British  Gynaecological  Society,  published 
in  these  pages  last  March,  is  fresh  in  the  minds  of  our  readers.  He 
was  one  of  the  first  physicians  of  the  Samaritan  Free  Hospital,  and, 
with  Dr.  Savage  (its  founder)  and  Sir  Spencer  Wells,  was  one  of  the 
first  to  perform  ovariotomy  at  that  institution,  of  which  he  is  now, 
after  twenty-six  years  of  active  hospital  work,  one  of  its  Consulting 
Physicians. 
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THE  BRITISH  GYNECOLOGICAL  SOCIETY. 

Wednesday,  May  28,   1890. 

C.  H.  F.  ROUTH,  M.D.,  President,  in  the  Chair. 

Present  :  18  Fellows,  4  Visitors. 

The  following  was  elected  a  Fellow  of  the  Society  : — Dr. 
O.  Sullivan. 

The  following  were  proposed  for  election : — Dr.  Robert 
Milne  Beaton,  London  ;  Dr.  George  Septimus  Rennic,  Hamil- 
ton, Ontario,  Canada. 

On  the  Diagnosis  and  Treatment  of  Metrorrhagia.  By 
Arthur  W.  Edis,  M.D.Lond.,  F.R.C.R,  Senior  Physi- 
cian to  the  Chelsea  Hospital  for  Women,  late  Obstetric 
Physician  to  the  Middlesex  Hospital. 

Every  one  engaged  in  the  daily  routine  of  practice  must 
frequently  have  met  with  cases  of  uterine  haemorrhage  which 
puzzled  him  not  a  little,  both  as  to  their  diagnosis  and  treat- 
ment, caused  him  much  anxiety  and  worry  at  the  time,  and 
possibly  did  not  enhance  his  reputation  in  the  estimation  of 
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his  patient  and  her  friends.  With  the  hope  of  throwing 
some  light  upon  the  nature  of  these  obscure  cases  I  offer  the 
following  remarks,  trusting  they  may  prove  of  service  in 
raising  a  discussion  upon  the  subject. 

When  we  remember  that  of  all  the  organs  in  the  body  the 
uterus  is  the  only  one  from  which  blood  flows  as  a  physio- 
logical process,  we  shall  not  be  surprised  to  find  that  this 
function  is  influenced  by  many  and  various  conditions,  both 
general  and  local,  and  is  often  a  symptom  of  the  most  varied 
affections. 

Uterine  haemorrhage  must  not  be  regarded  as  a  disease  or 
entity  J>er  se  for  which  one  method  of  treatment  is  universally 
applicable,  otherwise  we  shall  fail  in  our  efforts  to  afford  relief 
and  often  do  more  harm  than  good.  Nor  must  we  regard 
haemorrhage  from  the  uterus  as  an  invariable  evidence  of 
disease,  for  it  may  be  merely  an  expression  of  constitutional 
or  general  vascular  tension,  the  uterine  mucous  membrane 
acting,  so  to  speak,  as  a  safety  valve,  a  smart  attack  of 
haemorrhage  often  serving  to  avert  a  still  more  serious  effusion 
from  the  ovary  or  its  surrounding  plexus,  into  the  peritoneal 
cavity,  or  even  an  attack  of  apoplexy  at  the  so-called  climac- 
teric period,  the  uterine  haemorrhage  being  beneficial  and 
often  affording  us  a  useful  hint  as  to  treatment. 

A  correct  diagnosis  is  the  first  and  most  important  element 
of  successful  treatment,  for  until  we  have  arrived  at  a  rational 
conclusion  as  to  the  former,  the  latter  is  but  mere  guess  work, 
and  we  are  as  liable  to  do  harm  as  good  in  attempting  to  re- 
press the  haemorrhage  by  ordinary  routine  treatment.  The 
principle  of  diagnosis  by  exclusion  is  one  which  approves  itself 
to  many,  and  for  general  purposes  is  to  be  commended,  deter- 
mining in  fact  to  what  cause  the  haemorrhage  is  nol  due.  This 
of  course  can  only  be  done  by  knowing  beforehand  what  are 
the  most  likely  causes  of  severe  uterine  haemorrhage — the  possz- 
bilities  so  to  speak — and  then  eliminating  one  after  the  other 
until  we  have  left  only  two  or  more  probabilities.  It  is  of 
great  importance  to  get  as  clear  and  concise  a  history  of  the 
attack  as  possible. 
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Before  even  attempting  to  make  a  local  investigation  of 
the  pelvic  organs  we  should  be  careful  to  exclude  any  general 
constitutional  conditions  such  as  are  not  infrequently  met 
with  from  impairment  of  the  function  of  the  heart,  liver  and 
kidneys,  aggravated,  it  may  be,  by  the  injudicious  employment 
of  alcohol  which  had  been  prescribed  with  a  view  to  relieving 
the  more  distressing  symptoms.  The  gynaecologist  should 
be,  in  fact,  a  good  all-round  general  practitioner,  with  special 
experience  in  uterine  disorders,  not  a  mere  specialist  who  can 
see  nothing  amiss  in  a  patient  except  through  a  vaginal  spe- 
culum. In  young  girls,  more  especially  in  large  cities,  where 
from  physical  overwork,  tight  lacing,  want  of  proper  nourish- 
ment and  hygienic  surroundings,  we  meet  with  instances  of 
menorrhagic  chlorosis  which  prove  very  intractable. 

Some  of  the  most  difficult  cases  as  regards  diagnosis  occur 
at  or  about  the  so-called  climacteric  period.  Terminal  flood- 
ings  are  by  no  means  infrequent,  a  patient  becomes  irregular, 
passes  over  an  interval  of  several  months,  and  then  has  profuse 
uterine  haemorrhage.  This  may  merely  imply  the  lessening 
of  arterial  tension  at  the  surface  of  least  resistance,  or  may 
be  the  first  indication  of  commencing  malignant  degeneration 
in  the  cervix  uteri.  We  have  no  right  to  assume  the  former 
without  a  local  investigation,  for  we  may  thus  deprive  the 
patient  of  the  only  chance  of  recovery  by  extirpation  of  the 
entire  uterus  after  the  method  of  Freund.  An  examination 
should  invariably  be  made.  In  some  instances,  even  after 
an  interval  of  several  years  since  the  last  confinement,  the 
explanation  will  be  found  to  be  a  miscarriage.  I  have  seen 
several  cases  where  this  has  happened  and  led  to  much 
unpleasantness.  In  a  large  number  of  patients  about  the 
climacteric  period  hepatic  congestion,  due  to  abuse  of  alco- 
holic stimuli,  together  with  concurrent  deposition  of  fat, 
constipation  and  inactivity,  will  prove  to  be  the  exciting 
causes  of  haemorrhage. 

Having  satisfied  ourselves,  so  far  as  possible,  that  the 
haemorrhage  is  due  to  some  local  and  not  constitutional  con- 
dition, we   must    then   endeavour  to   determine  the   exact 
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nature  of  this  lesion.  Speaking  generally,  the  most  frequent 
local  causes  of  metrorrhagia  will  be  found  to  be :  threatening 
miscarriage ;  retained  products  of  conception  from  incom- 
plete abortion,  or  retention  of  a  small  portion  of  placenta ; 
subinvolution,  with  granular  erosion  or  laceration  of  cervix ; 
villous  endometritis ;  haematocele ;  new  growths  in  the  form 
of  polypi ;  fibroids  or  malignant  disease  of  cervix  or  fundus 
uteri ;  retroflexion  of  the  uterus,  with  or  without  prolapse  of 
one  or  other  or  both  ovaries.  Exceptionally  we  must  not 
overlook  the  possibility  of  extra-uterine  gestation ;  cystic 
degeneration  of  the  villi  of  the  chorion;  inversion  of  the 
uterus. 

Any  one  of  the  causes  mentioned  being  sufficient  to  cause 
excessive  loss,  it  follows  that  a  coincidence  of  two  or  more  of 
these  conditions  will  be  still  more  likely  to  keep  it  up,  and 
herein  lies  an  important  hint  for  treatment.  A  patient  may 
be  the  subject  of  an  intra-mural  fibroid  of  the  uterus  for 
years  without  necessarily  suffering  from  excessive  loss,  but 
if  as  not  infrequently  happens,  the  endometrium  becomes 
affected  with  villous  degeneration,  metrorrhagia  often  becomes 
a  marked  symptom. 

Where  hysterectomy  is  not  deemed  advisable,  or  the 
patient  refuses  all  idea  of  an  operation,  curetting  the  uterine 
cavity  or  applying  some  strong  styptic  may  effectually  pre- 
vent the  recurrence  of  profuse  haemorrhage  and  thus  prove 
of  much  service  in  removing  the  symptom  for  which  we  were 
consulted.  Again,  a  patient  may  have  had  a  fibroid  tumour 
for  years  without  any  very  urgent  symptoms,  but  errors  in 
diet  and  undue  stimulation  by  alcohol  may  induce  severe 
haemorrhage ;  careful  attention  to  the  former,  and  abstention 
from  the  latter  may  make  all  the  difference  as  to  the  loss 
incurred. 

Treatment — A  correct  diagnosis  being  the  first  and  most 
important  element  of  treatment,  it  follows  as  a  matter  of 
course  that  having  ascertained  the  cause  we  know  then  what 
our  plan  of  action  should  be.  Still  there  are  some  few  prac- 
tical bints  which  may  be  found  of  value. 
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Where  the  haemorrhage  results  from  constitutional  or 
general  condition,  it  is  not  always  wise  to  attempt  to  check 
the  flow  at  once,  unless  it  is  producing  such  an  effect  upon 
the  system  generally  as  to  suggest  the  expediency  of  arrest- 
ing it  at  all  hazards. 

In  certain  cases  of  heart  disease,  moderate  uterine  haemor- 
rhage, in  place  of  aggravating,  seems  to  relieve  the  cardiac 
symptoms,  and  should  not  therefore  be  hastily  repressed. 

Strophanthus,  digitalis  and  aconite,  by  depressing  the 
heart's  action  and  diminishing  the  frequency  of  the  pulse, 
relieve  haemorrhage  in  these  cases  more  than  any  other 
remedies,  combined  or  not  with  iron  as  may  be  deemed 
expedient. 

Where  the  action  of  the  liver  seems  to  be  at  fault,  atten- 
tion to  diet,  abstention  from  alcohol,  encouraging  the  action 
of  the  skin  and  the  administration  of  a  few  grains  of  calomel 
or  pil.  hydrarg.  or  euonymin  followed  by  a  brisk  saline 
aperient,  will  probably  be  indicated. 

If  albuminuria  be  present,  or  the  kidneys  seem  to  be  at 
fault,  encourage  vicarious  action  of  the  skin  and  bowels  by 
means  of  diaphoretics  and  purgatives,  and  treat  the  case  upon 
its  merits. 

In  cases  of  menorrhagic  chlorosis,  bromide  of  potassium 
in  half-drachm  doses  has  proved  of  service,  iron  being  given 
between  the  periods  with  strychnia. 

Where  uterine  haemorrhage  persists,  no  assignable  cause  for 
it,  such  as  malignant  disease  of  the  cervix,  fibroid,  inversion,  or 
pelvic  haematocele  being  detected,  and  the  ordinary  remedies 
such  as  ergot,  gallic  acid,  hamamelis,  cannabis  indica,  sul- 
phuric acid,  abstention  from  alcohol,  regulation  of  the  bowels, 
rest,  &c.,  fail  to  check  or  arrest  the  flow,  we  should,  without 
further  delay,  dilate  the  cervix  and  explore  the  interior  of  the 
uterus.  Numerous  instances  have  been  recorded  of  patients 
dying  from  uncontrollable  haemorrhage  where  a  post-mortem 
examination  revealed  the  existence  of  some  intra-uterine 
growth,  such  as  a  polypus  or  sub-mucous  fibroid,  retained 
product   of  conception   or  fungoid   condition   of  the   endo- 
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metrium,  which  could  readily  have  been  removed  had  appro- 
priate measures  been  adopted  in  time,  and  the  patient's  life 
thus  saved. 

The  mere  fact  of  inserting  a  sponge  tent  into  the  cervix 
uteri  arrests  the  haemorrhage  for  the  time  being,  and  facili- 
tates subsequent  exploration  of  the  uterine  cavity.  Plugging 
the  vagina  is  a  very  unscientific  procedure,  as  well  as  being 
unsatisfactory  and  inefficient.  It  should  seldom,  if  ever,  be 
resorted  to.  As  to  any  risk  of  reflux  through  the  fallopian 
tubes,  when  the  cervix  is  plugged,  it  is  merely  visionary,  pro- 
vided, of  course,  appropriate  cases  only  are  selected. 

It  would  clearly  be  impossible  in  these  brief  remarks  to 
indicate  in  detail  the  methods  of  local  treatment,  such  as 
curetting  for  villous  endometritis,  removing  polypi,  operating 
for  cancer,  applying  the  positive  pole  to  the  uterine  cavity 
and  employing  electrical  currents  as  now  practised  in  cases  of 
fibroid  tumour,  remedying  displacements  of  the  uterus  by 
appropriate  supports,  &c.  The  treatment  of  incomplete  abor- 
tion alone  would  occupy  a  whole  evening,  to  say  nothing  of 
extra-uterine  gestation  or  inversion  of  the  uterus. 

Even  where  early  utero-gestation  has  been  clearly  diag- 
nosed and  haemorrhage  occurs  from  partial  detachment  of  the 
ovum,  we  should  still  give  ergot  to  contract  the  uterus  and 
suppress  the  flow.  Many  instances  could  be  cited  where 
pregnancy  had  gone  on  to  full  time  under  these  circum- 
stances. But  if  we  have  reason  to  believe  that  the  ovum  sac 
has  ruptured  and  its  vitality  thereby  destroyed,  the  indications 
are  to  promote  expulsion  and  not  retention. 

Where  the  history  of  the  case  points  unquestionably  to  a 
miscarriage,  or  where  the  foetus  itself  has  been  expelled,  so 
that  the  diagnosis  is  clear,  the  question  will  naturally  arise, 
How  long  are  we  justified  in  waiting  for  the  placenta  to  be 
expelled  by  the  natural  efforts?  The  answer  to  this  will 
depend  a  great  deal  upon  the  symptoms.  If  haemorrhage 
persist  we  must  endeavour  forthwith  to  remove  the  placenta. 
In  multiparae  this  may  frequently  be  done  by  placing  the 
patient  on   her  back,  passing  one   or   two  fingers  into  the 
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uterine  cavity,  using  the  other  hand  externally  to  depress  and 
steady  the  uterus  by  conjoined  manipulation,  and  then  sweep- 
ing out  the  placenta  en  masse,  a  little  chloroform  being  given 
if  requisite.  It  oftens  happens  that  the  haemorrhage  is  ar- 
rested on  the  expulsion  of  the  ovum,  the  uterus  contracting, 
the  placenta  being  retained.  In  these  cases  it  may  be  advis- 
able to  keep  the  patient  quiet  in  bed  for  a  day  or  two,  rally 
her  as  far  as  possible  from  the  effects  of  the  haemorrhage,  and 
not  make  any  attempt  to  remove  the  placenta  until  it  has 
become  less  firmly  attached  to  the  uterine  surface. 

Should  the  temperature  rise,  or  the  discharge  become  in 
any  way  offensive,  or  the  haemorrhage  recur,  we  should  at 
once  proceed  to  remove  the  placenta.  It  is  not  always  requi- 
site to  produce  anaesthesia,  but  if  the  patient  be  a  nullipara, 
the  vagina  very  small,  and  the  parts  very  sensitive,  it  is  gene- 
rally advisable  to  administer  an  anaesthetic  so  as  to  have  the 
patient  completely  under  control.  If  for  any  reason  the  prac- 
titioner fail  to  remove  the  placenta  by  the  aid  of  the  fingers 
alone,  long  ovum  forceps  should  be  inserted  into  the  uterus 
and  the  mass  extracted,  entire  or  in  pieces,  as  may  be  found 
practicable. 

The  hot  vaginal  douche  has  a  marked  influence  in  re- 
straining haemorrhage  in  some  instances.  Where  the  cervix 
uteri  is  sufficiently  patulous  to  admit  of  the  easy  entrance 
of  a  tube  the  size  of  a  No.  8  catheter,  the  injection  of  hot 
water  at  a  temperature  of  110°  F.  to  120°  R,  a  vaginal 
speculum  being  employed,  will  often  check  or  arrest  haemor- 
rhage when  other  measures  have  failed.  In  some  cases 
leeches  or  scarification  will  tend  to  arrest  haemorrhage. 
Where  haemorrhage  persists  in  spite  of  all  attempts  to  check 
it,  no  well-ascertained  local  cause  having  been  detected  to 
account  for  it,  it  may  be  necessary  to  swab  out  the  uterine 
cavity  with  a  strong  solution  of  iodine,  such  as  the  iodized 
phenol,  or  even  the  liq.  ferri  perchlor.  As  a  dernier  ressort  the 
insertion  of  a  sponge  tent  into  the  cervix  uteri  may  be 
effected.  Removal  of  the  ovaries  in  very  intractable  cases 
may  often  be  requisite. 
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The  reliable  remedies  at  our  disposal  for  checking  or  ar- 
resting uterine  haemorrhage  are  really  very  few.  Ergot  is 
unquestionably  one  of  our  most  potent ;  combined  with 
strychnia  and  cinchona  its  effect  is  often  more  evident. 
Whether  given  as  liquid  extract,  infusion,  ergotin  in  pill, 
or  hypodermically,  will  depend  upon  individual  experience 
and  other  circumstances,  Hydrastis  canadensis  is  a  valuable 
agent  and  far  too  little  generally  known.  In  some  cases  of 
fibroid  it  proves  even  of  more  service  than  ergot.  In  many 
cases  too,  where  apparently  there  is  no  local  cause  for  the 
excessive  flow,  hydrastis  may  be  given  with  benefit  in  doses 
of  thirty  to  sixty  minims.  Hamamelis,  which  forms  the  basis 
of  the  American  nostrum  hazeline,  has  been  found  useful  in 
some  forms  of  metrorrhagia.  The  ordinary  astringents  such 
as  gallic  and  sulphuric  acids  have  really  very  little  influence 
in  restraining  haemorrhage,  and  are  far  too  often  relied  upon. 
Quinine  and  strychnia,  alone  or  in  combination,  will  often 
succeed  in  checking  or  arresting  haemorrhage  in  those  cases 
where  the  system  is  much  depressed  from  repeated  or  pro- 
longed losses.  Digitalis  combined  with  iron  is  most  service- 
able in  those  cases  where  the  heart  is  at  fault,  and  in  myoma. 

Bromide  of  potassium  in  cases  of  ovarian  irritation  and 
even  in  haematocele  possesses  the  power  of  checking  haemor- 
rhage equal  if  not  superior  to  that  of  any  remedy  we  possess. 
Chlorate  of  potash  has  lately  been  highly  spoken  of,  but 
chiefly  in  combination  with  ergot.  Opium  is  beneficial  in 
cases  where  the  loss  has  already  been  severe.  It  has  been 
noted,  not  infrequently,  that  suppression  of  the  catamenia 
occurs  in  patients  who  resort  habitually  to  morphia.  Sul- 
phuric acid  and  opium  used  to  be,  and  still  are,  with  some 
practitioners  favourite  remedies  for  checking  uterine  haemor- 
rhage, and  also  acetate  of  lead  and  opium. 

The  administration  of  iron  should  never  be  resorted  to 
when  any  foreign  body  is  suspected  to  be  present  in  the 
interior  of  the  uterus.  Iron  is  often  given  most  unwisely, 
serving  only  to  intensify  the  loss  and  aggravating  materially 
the  patient's   condition.     Iron  is  of   much  benefit  in  those 
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cases  of  menorrhagia  where,  from  antecedent  anaemia,  the 
blood  has  become  so  attenuated  as  to  pass  readily  through 
the  capillaries.  In  certain  cases  of  profuse  loss  from  the 
presence  of  intramural  fibroids,  iron  also  proves  of  service  in 
arresting  haemorrhage.  But  where  any  portion  of  placenta 
be  retained,  or  any  evidence  of  an  intra-uterine  growth  be 
present,  iron  should,  as  a  rule,  be  carefully  avoided,  as  it 
serves  to  increase  any  uterine  congestion  already  existing. 

The  narration  of  a  few  carefully-selected  cases  will  pos- 
sibly impress  more  forcibly  upon  the  mind  of  the  practitioner 
the  difficulties  of  the  subject  than  any  mere  general  remarks, 
and  for  this  reason  I  proceed  to  give  some  which  have 
occurred  in  my  own  practice. 

Pelvic  Hcematocele. — E.  L.,  aged  thirty- four.  Married  six 
years.  Mother  of  one  child  five  years  old.  First  men- 
struated at  the  age  of  sixteen,  the  catamenia  being  regular, 
generally  lasting  five  days  unattended  by  any  discomfort. 
Five  weeks  since  just  before  a  period  was  due,  she  chased 
a  friend  round  the  garden,  and  in  the  evening  had  severe 
pelvic  pain,  worse  on  the  left  side,  extending  down  the 
thigh  and  radiating  round  to  the  sacrum.  Haemorrhage 
set  in  shortly  after  this,  and  the  pain  lessened  in  severity. 
She  passed  a  few  clots,  accompanied  by  forcing  pain.  The 
pulse  was  quick,  and  the  temperature  over  ioo°F.,  and  she 
was  obliged  to  keep  her  bed.  Her  general  health  became 
much  impaired,  the  appetite  failed,  the  bowels  were  con- 
stipated, and  her  aspect  was  that  of  marked  constitutional 
disturbance.  On  examination  the  uterus  was  found  pushed 
over  to  the  right  side  of  the  pelvis  by  a  firm  circum- 
scribed mass  of  deposit,  occupying  the  left  and  posterior 
portion  of  the  pelvis,  extending  up  to  the  pelvic  brim,  where 
it  could  be  felt  on  conjoined  manipulation. 

Attention  to  diet,  regulation  of  the  bowels,  abstention 
from  stimulants,  administration  of  a  mixture  of  bromide  of 
potassium  with  cinchona,  with  perfect  rest  for  several  weeks 
in  bed,  enabled  nature  to  recover  herself,  and  the  patient  ulti- 
mately convalesced  perfectly. 
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Villous  Endometritis  following  miscarriage.  Curetting. 
Recovery. — M.  S.,  aged  forty.  Married  three  years.  Always 
enjoyed  most  excellent  health  before  marriage.  Six  months 
after  marriage  miscarried  at  end  of  second  month,  from  which 
she  recovered.  Six  months  later  a  second  miscarriage  took 
place,  and  since  then  she  has  never  been  thoroughly  well. 
The  periods  at  first  were  rather  prolonged,  but  not  irregular. 
Some  iQ.\v  months  later  serious  haemorrhage  took  place,  and 
liq.  ferri  perchl.  was  applied.  This  succeeded  for  a  time  in 
arresting  the  loss,  but  then  haemorrhage  became  more  or  less 
constant,  absent  for  a  week  or  two,  then  suddenly  begin- 
ning again.  In  August,  1885,  there  were  bursts  of  haemor- 
rhage every  two  or  three  days,  with  watery  discharge  in  the 
intervals — never    at    any   time   any   pain    of   any   moment. 

When  first  seen  in  November,  1885,  the  uterus  was  found  to 
be  somewhat  bulky,  normal  in  position,  mobile.  The  cervical 
canal  was  granular.  Nothing  else  abnormal  was  detected. 
Efforts  had  been  previously  made  to  dilate  the  cervix 
uteri  with  tents,  but  such  violent  expulsive  pains  were  pro- 
duced that  it  was  given  up.  There  was  nothing  in  the  condi- 
tion of  her  general  health  to  explain  the  persistence  of  the 
haemorrhage.  The  heart,  liver  and  kidneys  seemed  to  be 
performing  their  functions  normally.  She  took  no  alcohol. 
No  enlargement  of  the  ovaries  or  evidence  of  fibroid  could  be 
detected. 

The  cervix  uteri  was  dilated  with  laminaria  tents,  and 
the  cavity  of  the  uterus  curetted  and  swabbed  over  with  a 
strong  solution  of  iodine.  The  scrapings  were  submitted  to 
an  experienced  microscopist,  who  reported  "that  they  were 
without  doubt  malignant,  probably  sarcomatous,  but  not  very 
rapid  growing." 

The  patient  rapidly  convalesced  and  returned  home.  Her 
husband  wrote  to  me  in  February,  1886,  three  months  after 
the  curetting : — "  There  has  not  been  the  slightest  haemor- 
rhage of  any  kind  so  far,  not  even  any  return  of  the  ordinary 
menstrual  period."  Again  in  September,  1887,  nearly  two 
years  subsequent  to  the  operation,  he  wrote,  saying,  "  I  have 
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now  the  great  pleasure  of  informing  you  that  my  wife  keeps 
very  well.  The  pain  in  the  side  she  used  to  complain  of  is 
now  entirely,  or  almost  so,  gone.  The  periods  are  nearly 
regular  as  regards  time,  and  quite  moderate  in  quantity. 
Her  general  health  has  quite  recovered  itself." 

On  examination  the  uterus  was  found  to  be  perfectly 
normal  in  every  way.  Previously  to  my  seeing  her  the  case 
had  been  regarded  as  one  possibly  of  malignant  disease  of 
the  fundus  uteri,  or  polypus.  When  last  heard  of,  in  1889, 
the  patient  was  quite  well,  and  had  had  no  return  of  the 
haemorrhage. 

Menorrhagia.  Retained  Placenta  folloiving  miscarriage 
at  about  the  foiir-and-a-half  Month.  Removal.  Recovery. — 
M.  T.,  aged  thirty-nine.  Married  nineteen  years.  Mother 
of  twelve  children.  When  about  four-and-a-half  months 
pregnant  experienced  a  sudden  shock,  which  induced  a  mis- 
carriage. She  lost  a  great  deal  of  blood  at  the  time,  the 
haemorrhage  continuing  rather  freely  for  the  first  fortnight, 
when  it  abated  somewhat,  but  recurred  again  at  the  end  of 
the  month  and  continued  on  and  off  for  the  space  of  fourteen 
weeks.  During  the  whole  of  this  time  the  patient  remained 
in  bed,  and  was  plied  freely  with  brandy  and  port  wine  to 
keep  her  strength  up. 

On  examination  the  uterus  was  found  to  be  considerably 
enlarged,  the  fundus  uteri  being  detected  above  the  pubis,  the 
cervix  bulky,  the  os  uteri  patulous,  admitting  the  finger.  On 
exploring  the  interior  of  the  uterus  a  rough,  irregular  mass  of 
the  consistence  of  placenta  was  felt  firmly  adherent  to  the 
fundus.  By  the  aid  of  conjoined  manipulation  a  large  portion 
of  the  mass  was  removed,  the  ovum  forceps  being  also 
employed.  By  these  means  as  much  placenta  as  would  fill  a 
tea  cup  was  extracted.  The  uterus  was  washed  out  with  hot 
water,  a  binder  applied,  ergot  and  opium  administered,  and 
nourishment  given  at  short  intervals.  No  anaesthetic  was 
needed,  nor  was  there  any  haemorrhage  of  any  moment.  The 
placenta  was  perfectly  fresh;  not  the  least  offensive  odour 
being  perceptible.  The  patient  made  a  tedious  but  satisfac- 
tory recovery. 
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Remarks. — The  fact  of  the  patient  having  had  a  mis- 
carriage should  have  led  to  an  early  examination  and  re- 
moval of  the  placenta.  The  case  at  one  time  was  likely  to 
prove  of  medico-legal  interest,  inasmuch  as  an  action  for 
mal-praxis  was  threatened,  but  subsequently  compromised  by 
the  practitioner.  It  is  worthy  of  note  that  the  placenta  was 
perfectly  fresh  after  remaining  in  the  uterus  for  the  space  of 
fourteen  weeks  after  the  expulsion  of  the  foetal  portion  of  the 
ovum. 

Retention  of  blighted  ovum.  Hmnorrhage.  Dilatation.  Ex- 
trusion of  ovum.  Recovery.  K.  M.,  aged  twenty-nine.  Mar- 
ried eight  years.  Four  children,  youngest  two  and  a  half 
years.  Two  miscarriages.  Patient  stated  that  the  catemenia 
had  been  regular  up  to  the  time  of  her  leaving  her  husband 
abroad  five  months  since.  During  the  voyage  home  they  did 
not  appear,  and  she  thought  therefore  she  must  be  pregnant. 
She  missed  two  periods,  but  on  arriving  in  England  began 
to  suffer  from  an  intermittent  sanguineous  discharge  which 
would  often  disappear  entirely  during  the  night  but  come  on 
again  so  soon  as  she  began  to  get  about.  She  did  not  suffer 
from  morning  sickness  or  any  of  the  ordinary  symptoms  of 
pregnancy,  but  experienced  much  inconvenience  from  back- 
ache and  aching  pain  down  the  thighs. 

Ergotin  in  pills  was  administered  but  without  checking 
the  haemorrhage.  Her  general  health  began  to  suffer,  she 
became  emaciated,  the  mammae  flaccid,  the  appetite  capri- 
cious, her  spirits  very  depressed,  and  her  condition  generally 
caused  much  anxiety  to  her  friends. 

On  examination  per  vaginam  the  uterus  was  found  to  be 
bulky,  mobile,  globular  in  form,  the  fundus  uteri  extending  up 
above  the  pelvic  brim.  The  cervix  was  enlarged  and  fissured, 
the  anterior  lip  excessively  bulky  and  granular,  somewhat 
softer  than  normal,  not  at  all  characteristic  of  malignant 
degeneration.  There  was  no  lividity  of  the  vagina,  as  usually 
noticed  in  pregnancy,  nor  did  the  size  of  the  uterus  at  all 
correspond  to  what  one  would  have  expected  to  find  at  the 
fifth  month  of  utero  gestation. 
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The  probability  of  the  ovum  being  blighted  and  retained 
in  utero  seemed  to  be  the  only  theory  which  would  accord 
with  her  present  condition  and  symptoms.  As  her  general 
health  had  become  so  much  impaired  it  was  deemed  prudent 
in  any  case  to  dilate  the  cervix  and  explore  the  interior  of 
the  uterus.  This  was  done  by  means  of  laminaria  tents,  when 
uterine  action  ensued,  and  a  shrivelled  ovum  of  about  two 
and  a  half  months'  development  was  expelled  entire  the 
following  day.  The  haemorrhage  ceased  from  this  time,  and 
the  patient  ultimately  made  a  good  recovery. 

Profuse  hcBinorrhage  from  partial  abortion.  Removal  of 
portions  of  adherent  placenta.  Recovery. — M.  R.,  aged  thirty- 
seven.  Married  four  years.  Mother  of  two  children,  youngest 
seventeen  months.  Stated  that  she  had  been  flooding  on 
and  off  for  a  whole  month.  Having  missed  two  catamenial 
periods  she  suddenly  commenced  to  lose  bright  blood  per 
vaginam.  Some  few  days  subsequently  she  experienced 
severe  labour-like  pains,  passed  large  clots,  and  was  obliged 
to  rest  up  in  bed.  Three  or  four  days  later  she  passed  some 
lumps  and  since  then  has  been  losing  blood  almost  continu- 
ously if  she  attempts  to  sit  up  or  move  about,  the  loss  check- 
ing materially  during  the  night. 

On  examination  the  uterus  was  found  to  be  excessively 
bulky,  mobile,  fairly  normal  in  position,  the  sound  passing 
upwards  and  forwards  about  three  inches,  causing  a  sharp 
flow  of  bright  blood  so  persistent  as  to  need  the  insertion  of 
a  sponge  tent  within  the  cervix  uteri  in  order  to  check  it. 
There  being  scarcely  any  doubt  but  that  some  retained  por- 
tion of  placental  structure  was  present  in  utero,  chloroform 
was  administered  three  hours  later,  the  tent  removed,  and 
the  interior  of  the  uterus  explored.  By  the  aid  of  ovum 
forceps  and  the  sharp  curette  several  portions  of  placenta 
were  removed,  the  cavity  of  the  uterus  was  washed  out  with 
hot  water  and  then  swabbed  with  strong  tincture  of  iron. 
From  this  time  the  haemorrhage  checked.  The  patient  was 
much  reduced  by  the  continuous  drain  upon  her  system 
extending  over  a  month.     Ergot  and  bark  were  given  freely, 
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and  in  a  few  weeks'  time  the  patient  was  enabled  to  leave  her 
bed  and  ultimately  made  a  good  recovery. 

Sixteen  months  after  the  date  of  operation  she  again  pre- 
sented herself,  stating  that  she  had  been  losing  blood  at 
irregular  intervals  for  the  last  two  months.  In  September 
and  October  the  catamenia  appeared  at  three  weeks'  interval ; 
she  then  went  a  little  over  the  month  when  bright  haemorrhage 
occurred.  Pain  in  the  back  and  down  the  insides  of  the  thighs 
was  present.  Severe  rigors,  both  day  and  night,  came  on, 
extending  over  a  period  of  at  least  three  weeks,  during  which 
time  the  vaginal  discharge  was  sanguineous  and  often  very 
offensive. 

On  examination  the  uterus  was  found  to  be  retroverted 
and  enlarged  to  about  the  size  of  two  months'  utero  gestation. 
Cervix  healthy,  normal  in  appearance,  not  soft  or  congested. 

The  history  pointing  clearly  to  an  imperfect  abortion,  the 
size  of  the  uterus  not  corresponding  with  the  period  of  preg- 
nancy— the  patient  assuring  me  that  if  pregnant  she  must  be 
at  least  four-and-a-half  months  advanced — a  laminaria  tent 
was  inserted  and  the  cervix  dilated. 

On  exploring  the  interior  of  the  uterus  several  portions 
of  placental  structure  were  removed  by  the  aid  of  the  curette 
and  ovum  forceps.  The  uterus  was  well  irrigated  with  hot 
water,  and  then  swabbed  out  with  iodised  phenol. 

The  haemorrhage  checked  from  this  date,  and  the  patient 
convalesced  perfectly. 

Fibroid  tumour  of  uterus.  Fungoid  vegetatio7i  of  endo- 
metrium.— L.  W.,  aged  forty-five,  mother  of  one  child,  aged 
twelve ;  began  about  three  years  ago  to  have  frequent  flood- 
ings. 

The  catamenia  commenced  at  fourteen,  were  fairly  regular, 
but  for  several  years  past  had  been  very  profuse.  During  the 
last  three  years  she  was  seldom  clear  from  sanguineous  dis- 
charge for  more  than  two  days  at  a  time.  Any  exertion 
brought  on  profuse  haemorrhage,  so  that  she  was  compelled 
to  keep  resting  up  almost  constantly ;  of  late  she  had  become 
so  emaciated,  i  nervous,  hysterical  and  irritable  that  it  was 
feared  she  would  go  out  of  her  mind. 
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On  examination  the  pelvis  was  found  to  be  occupied  by  a 
dense,  firm,  globular  tumour  about  the  size  of  a  fcetal  head. 
The  uterus  was  retroflexed,  the  cervix  patulous,  and  protrud- 
ing from  the  os  uteri  was  a  small  mucous  polypus. 

As  the  fibroid  was  known  to  have  been  in  existence  for 
many  years,  and  the  haemorrhage  lately  had  been  profuse, 
it  was  deemed  expedient  to  dilate  the  cervix  and  explore 
the  interior  of  the  uterus  with  a  view  to  determine  the  ques- 
tion of  enucleation  of  the  fibroid,  and  to  discover  if  possible 
whether  any  additional  cause  for  the  haemorrhage  existed. 
Laminaria  tents  were  inserted,  and  the  cervix  dilated  suffi- 
ciently to  permit  of  the  introduction  of  the  finger. 

The  fibroid  was  found  to  be  external  to  the  uterine  cavity, 
this  latter  covered  with  fungoid  vegetations.  The  sharp 
curette  was  employed,  the  patient  being  under  the  influence 
of  ether,  and  a  mass  of  vegetation  scraped  from  the  endome- 
trium. Little  or  no  constitutional  disturbance  ensued  beyond 
distressing  sickness,  due  probably  to  the  effect  of  the  ether 
in  her  exhausted  condition.  She  rallied  fairly  well  from  the 
operation,  and  was  able  to  leave  for  the  country  within  a 
month  from  the  time  of  operation.  The  immoderate  hae- 
morrhage checked  from  this  time,  and  when  last  seen  the 
patient  had  had  no  return  of  the  severe  losses.  The  fibroid 
appeared  to  be  in  statu  quo. 

Fibroid  Polypus  extruded  from  uterine  cavity  blocking  up 
vagina^  leading  to  supposition  of  epitlielioma  uteri.  Profuse 
hcemorrhage.  Continuous  offetisive  discharge. — N.  F.,  aged 
forty-two.  Married  nineteen  years,  mother  of  five  children, 
youngest  eight  years  old.  Two  miscarriages  years  ago. 
Patient  commenced  menstruating  at  fourteen,  and  was  fairly 
regular  except  when  pregnant  and  suckling,  up  to  the  date 
of  last  confinement.  Some  two  years  or  so  after  this  the 
period  became  more  profuse  and  also  more  painful  than  she 
had  ever  been  accustomed  to. 

About  two  and  a  half  years  ago,  whilst  unwell,  she  went 
for  a  long  walk  and  had  then  to  stand  some  hours.  The  loss 
was  very  profuse,  and  she  was  seized  somewhat  suddenly  with 
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severe  forcing  pains  in  the  lower  abdomen,  which  ceased 
rather  abruptly,  the  patient  feeling  as  if  "  something  had  come 
down."  From  this  date  she  had  a  more  or  less  constant 
watery  discharge,  at  times  sanguineous,  especially  after  coitus. 
She  consulted  a  medical  man,  who  prescribed  a  mixture  for 
her  but  made  no  examination.  Obtaining  little  or  no  relief 
from  treatment  she  took  no  further  steps  in  the  matter, 
thinking  it  might  be  "  the  change  of  life."  The  dragging  pain 
in  her  back  diminished  in  severity  and  frequency,  but  her 
general  health  gradually  became  markedly  impaired.  She 
was  compelled  to  rest  up  during  her  periods  as  the  loss  was 
so  great,  the  discharge  being  at  tim»es  very  unpleasant  in 
odour.  A  female  friend  of  the  patient,  who  had  been  a  nurse 
for  some  years,  informed  her  that  she  was  suffering  from 
cancer  of  the  womb,  and  the  patient  accepted  her  fate  with 
resignation.  She  refrained  from  seeking  further  medical 
advice  for  fear  she  would  have  to  undergo  an  operation.  Her 
health  ultimately  became  so  impaired  from  the  almost  in- 
cessant haemorrhages  that  her  husband  insisted  on  her  seeing 
a  medical  man.  An  examination  was  made  and  the  patient's 
suspicion  of  cancer  confirmed.  Some  application  —  pre- 
sumably perchloride  of  iron — was  made  "  to  the  womb "  to 
check  the  haemorrhage,  and  a  tonic  mixture  prescribed.  Some 
months  after  this  I  was  asked  to  see  her.  She  was  then  ex- 
tremely anaemic,  the  eyelids  puffy,  the  lips  blanched,  the 
heart's  action  quick  and  tumultuous,  and  in  fact  she  had 
every  appearance  of  being  in  an  advanced  stage  of  cancer. 
On  examination  per  vaginam,  just  within  the  vulva  the 
finger  encountered  a  firm,  smooth,  irregular  nodular  mass  not 
sensitive  to  the  touch.  The  impression  at  first  conveyed  to 
the  finger  was  that  of  a  fungating  mass  of  epithelioma  ;  on 
more  careful  manipulation,  however,  it  was  impossible  to  find 
any  central  depression  corresponding  to  the  os  uteri ;  the 
mass  did  not  bleed  so  readily  as  usually  observed  in  cases  of 
,  epithelioma,  nor  did  the  structure  seem  so  brittle  or  friable. 
Passing  the  finger  carefully  around  the  growth  it  was  found 
to  be  separable  from  the  vaginal  cul-de-sac. 
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On  pressing  the  finger  firmly  to  one  side  and  upwards  I 
succeeded  in  getting  beyond  the  mass  blocking  up  the  vagina, 
and  discovered  a  firm  smooth  ring  of  healthy  cervix  uteri, 
surrounding  what  proved  to  be  the  neck  of  the  polypus. 

The  growth  was  adherent  to  the  vagina  on  one  side,  for 
about  a  third  to  a  quarter  of  its  circumference.  The  adhe- 
sions were  torn  through  carefully  with  the  finger,  so  as  to 
allow  the  wire  of  an  ecraseur  to  be  passed  over  the  growth. 
The  polypus  was  by  this  means  slowly  removed  ;  no  haemor- 
rhage of  any  moment  occurred,  nor  beyond  the  inconvenience 
caused  by  manipulation  was  any  pain  complained  of.  The 
patient  bore  the  operation  fairly  well  without  any  anaesthetic. 

Ergot  with  iron  and  quinine  were  prescribed;  light  and 
nutritious  food  administered  with  suitable  stimulants,  and  the 
patient  ultimately  made  a  good  though  somewhat  tedious 
recovery,  and  is  now,  nearly  three  years  from  the  date  of 
operation,  in  good  health  and  has  "  seen  nothing  "  since  the 
operation. 

The  polypus  on  examination  gave  every  indication  of 
having  been  at  one  time  an  intra-mural  fibroid,  which  had 
become  gradually  extruded  towards  the  mucous  surface  and 
ultimately  expelled  through  the  cervix  uteri,  remaining  there 
for  over  two  years  and  a  half. 

Dr.  Fancourt  Barnes  said  that  the  cases  mentioned  by 
Dr.  Edis  seemed  to  bear  chiefly  on  the  conditions  of  the 
retention  of  products  of  conception.  He  had  no  doubt  that 
in  the  large  majority  of  the  cases  of  metrorrhagia,  i.e.^  cases 
where  bleeding  was  going  on  continuously,  the  haemorrhage 
was  due  to  this  cause.  He  recently  had  two  cases  in  one 
ward  at  the  Chelsea  Hospital  for  Women.  One  was  that  of  a 
woman  aged  forty,  who  had  been  losing  for  nine  or  ten 
months  continuously.  She  was  very  anaemic,  and  was  alto- 
gether in  a  very  unsatisfactory  condition.  The  cervix  was 
dilated  by  laminaria  tents  and  the  uterus  curetted  by  means  of 
the  finger.  A  method  which  he  always  preferred  to  the 
curette  when  possible.  The  finger  was  more  sensitive,  and  by 
pressing  down  the  fundus  of  the  uterus  they  could  tell  exactly 
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what  they  were  doing.  He  removed  a  large  mass  of  placental 
tissue  and  the  haemorrhage  ceased,  the  patient  making  an  un- 
interrupted recovery.  There  was  another  patient  in  the  same 
ward  with  practically  the  same  history ;  she  had  been  losing 
blood  for  eighteen  months ;  her  age  was  thirty.  He  dilated 
the  cervix  in  the  usual  way  and  curetted  as  above.  For  two 
weeks  she  was  much  better,  but  then  the  haemorrhage  recurred 
so  that  he  was  obliged  to  curette  a  second  time,  on  that 
occasion  using  the  blunt  curette  as  well  as  the  finger.  She 
was  again  relieved  and  he  thought  he  had  removed  every- 
thing, the  placental  tissue  remaining  in  the  uterus.  He  was 
however  deceived,  for  the  haemorrhage  recurred  after  a  few 
weeks,  and  she  was  so  bad  that  in  his  absence  Dr.  Edis  had 
kindly  seen  the  case  and  had  removed  what  he  considered 
to  be  the  remainder  of  the  placenta.  He  too,  however,  was 
deceived.  She  had  no  more  haemorrhage  to  speak  of  for 
some  time,  but  she  developed  symptoms  of  septicaemia  to 
which  she  succumbed.  At  the  post-mortem  examination 
they  found  another  mass  of  placental  tissue  still  remaining 
in  the  uterus.  These  two  cases  were  extremely  interesting 
as  showing  that  like  all  other  operations  cases  of  curetting 
might  be  easy  or  difficult ;  just  as  they  might  get  an 
ovariotomy  which  could  be  done  in  ten  minutes  or  might 
take  them  two  hours  or  more,  so  it  was  with  these  cases  of 
curetting.  There  was  another  class  of  the  cases  which  had 
come  under  his  notice — cases  of  metrorrhagia  in  which,  so 
far  as  the  history  of  the  patient  went,  there  could  be  no  sus- 
picion of  pregnancy.  He  had  at  present  under  his  care  a 
lady  who  had  suffered  from  metrorrhagia  for  five  years. 
He  had  not  curetted,  because  he  was  certain  that  she  had  not 
been  pregnant.  He  had  applied  nitrate  of  silver,  Paquelin's 
cautery,  and  other  medicaments.  But  the  result  had  been 
simply  nil.  He  asked  what  he  could  make  of  a  case  of  this 
kind,* 

*  He  had  since  removed  both  ovaries  from  this  patient  with  the  result 
of  arresting  the  menorrhagia. 
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The  President  asked  whether  after  curetting  with  the 
finger  he  had  applied  iron  or  iodine. 

Dr.  Fancourt  Barnes  said  that  it  was  his  invariable 
practice  to  wash  out  the  uterus  with  a  solution  of  iodine  at  the 
end  of  the  operation,  and  to  apply  iodine  to  the  interior  of  the 
cavity  for  a  fortnight  or  so  afterwards.  The  case  in  which  Dr. 
Edis  and  himself  had  operated  conjointly  was  the  only  one 
which  he  had  known  to  succumb.  That  case  pointed  to  one  of 
the  difficulties  in  these  operations,  and  he  pointed  out  that  they 
could  never  know  for  certain  whether  they  were  curetting  the 
uterine  wall  or  a  piece  of  adherent  placenta. 

Dr.  Mansell  Moullin  observed  that  though  there  was 
nothing  very  novel  in  the  paper,  the  subject  was  one  of  such 
extreme  importance  that  it  was  well  for  it  to  come  under 
their  consideration  from  time  to  time.  Dr.  Edis  had  given 
them  a  few  practical  suggestions  in  respect  of  the  method  of 
treating  these  cases.  In  the  first  place  no  haemorrhage,  when 
profuse  or  prolonged,  should  be  disregarded,  the  first  thing 
being  to  ascertain  its  cause.  This  cause  might  be  either  general 
or  local,  and  in  order  to  ascertain  this  point  it  was  necessary 
to  make  a  vaginal  examination.  This  failing  to  afford  tlie 
information  required,  it  might  be  necessary  to  proceed  a  step 
further — to  dilate  and  explore  the  cavity  of  the  uterus.  It  was 
unnecessary  for  him  to  recapitulate  all  the  various  disorders 
giving  rise  to  haemorrhage  that  might  present  themselves  in 
that  situation.  He  mentioned  that  he  had  met  with  several 
cases  of  haemorrhage  in  elderly  women  in  whom  the  meno- 
pause ought  to  have  taken  place  some  years  previously,  that 
is,  in  women  from  fifty  to  fifty-five  years  of  age.  Periodical 
haemorrhage  had  been  so  profuse  as  to  reduce  them  to  an 
extreme  state  of  anaemia  and  debility.  In  these  cases  the 
resemblance  to  malignant  disease  was  very  great.  He  had 
found  the  uterus  usually  in  a  condition  of  subinvolution,  re- 
troverted  and  partially  prolapsed.  This,  no  doubt,  kept  up  a 
congested  state  of  the  organ,  preventing  the  atrophy  which 
ought  naturally  to  take  place.  The  mucous  membrane  in 
these  cases  was  probably  in   a  large  measure  replaced   by 
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unhealthy  granulation  tissue.  It  was  well  to  bear  these 
cases  in  mind  when  called  upon  to  express  an  opinion  where 
malignant  disease  was  suspected.  At  the  opposite  extreme 
of  life  the  first  appearance  of  the  catamenia  was  sometimes 
attended  by  excessive  haemorrhage ;  fatal  results  had  even 
been  recorded,  though  he  had  never  seen  such  a  case.  Fortu- 
nately the  condition  was  one  which  tended  to  right  itself,  but 
if  the  symptoms  were  persistent  and  of  an  alarming  nature, 
they  would  have  to  be  guided  by  the  same  rules  as  in  other 
cases — anaesthesia,  if  required,  examination  of  the  uterus,  fol- 
lowed by  suitable  applications  to  the  interior.  One  of  the 
worst  cases  of  uterine  haemorrhage  he  remembered  having 
seen  was  at  Soho.  For  the  following  brief  notes  of  the  case 
he  was  indebted  to  Dr.  Carter,  under  whose  care  the  patient 
was. 

The  patient,  A.  N,,  was  a  single  woman  aged  twenty- 
three.  Menstruation  commenced  at  fifteen,  slight  but  regular. 
She  had  been  feeling  malaise  for  twelve  months,  and  had 
noticed  an  increased  flow  at  the  periods  for  the  last  four 
months.  The  last  period  had  been  preceded  by  severe  pain 
for  a  week,  when  it  was  relieved  by  the  appearance  of  clots. 
The  flow  continued  very  freely  for  fourteen  days,  then 
lessened,  and  for  two  or  three  days  stopped.  She  got  up  and 
the  flow  returned  and  continued  profusely  for  another  fourteen 
days,  when  she  came  into  the  hospital.  The  patient  was  very 
anaemic.  On  examination  the  os  uteri  was  blocked  by  a  mass 
of  clots.  Haemorrhage  continuing  with  clots  six  days  after 
admission  the  uterus  was  curetted  and  a  few  small  pieces  of 
thickened  mucous  membrane  removed.  For  three  days  the 
patient  did  well ;  no  coloured  discharge  beyond  a  slight  dark 
brown  one.  Then  a  rise  of  temperature  occurred,  haemorrhage 
recommenced  and  became  continuous,  several  large  clots 
being  passed.  Plugs  were  used  at  times,  but  nothing  stopped 
the  bleeding,  the  plugs  being  pressed  down  by  the  clots.  The 
pyrexia  increased,  running  up  to  io6°.  On  the  tenth  day 
after  the  operation  the  patient,  who  was  extremely  weak  and 
exhausted,  died  suddenly   of  syncope.     At   the  post-mortem 
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nothing  was  found  in  the  uterus  to  account  for  haemorrhage. 
The  cause  of  death  was  purulent  peritonitis.  Some  of  the 
characteristic  marks  of  pernicious  anaemia  were  found. 

Dr.  Hugh  Fenton  said  the  paper  was  a  very  fitting  rider 
to  that  contributed  by  Dr.  Lycett  and  read  at  a  previous 
meeting.  It  was  a  branch  of  gynaecology  which  was  continu- 
ally cropping  up — this  question  of  the  diagnosis  and  treatment 
of  metrorrhagia.  He  feared  that  it  was  often  made  a  matter 
of  treatment  and  not  diagnosis.  It  seemed  very  unfortu- 
nate that  again  and  again  either  the  obstinacy  of  the  patient 
or  a  lack  of  moral  courage  on  the  part  of  the  medical  atten- 
dant prevented  a  proper  examination  being  made  in  cases  of 
metrorrhagia,  in  which  everything  depended  on  a  full  and 
complete  examination,  not  only  per  vaginam,  but  sometimes 
of  all  the  organs  of  the  body.  In  nine  out  of  ten  cases  vagi- 
nal examination  was  altogether  omitted.  Some  of  the  cases 
related  by  Dr.  Edis  showed  how  frequently  perfectly  preven- 
table haemorrhage  was  allowed  to  go  on  for  want  of  a  proper 
examination  in  the  first  instance.  Each  case  required  to  be 
diagnosed  and  treated  on  its  merits.  He  called  attention  to 
the  cases  of  villous  endometritis  ;  there  was  nothing  to  show 
for  the  haemorrhage.  The  uterus  was  normal  in  appearance  and 
size ;  they  might  dilate  and  curette,  and  yet  they  were  often 
none  the  forwarder.  Sometimes  the  haemorrhage  ceased  sud- 
denly, and  this  might  occasionally  follow  treatment,  and  the 
last  treatment  receive  the  credit  for  it.  He  asked  Dr.  Parsons 
whether  he  had  treated  any  of  these  cases  by  electricity,  and 
if  so,  with  what  result  ?  He  remembered  two  cases  which  had 
caused  an  infinity  of  trouble  to  different  practitioners ;  one 
of  them  had  passed  through  the  hands  of  Dr.  Edis  and  had 
been  in  the  Chelsea  Hospital  for  weeks  under  his  care ;  all  the 
routine  things  had  been  done ;  she  also  had  sojourned  in  the 
London  Hospital  for  three  months,  and  still  the  haemorrhage 
went  on.  He  subsequently  removed  the  ovaries  and  tubes 
and  the  haemorrhage  had  ceased  from  that  day,  and  she  was 
now  alive  and  well.  He  had  only  found  a  long  sausage- 
shaped   uterus   folded    upon   itself.      The    patient  was  the 
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mother  of  one  child.  The  tubes  and  ovaries  were  perfectly 
healthy.  Another  case  was  that  of  a  single  woman  of  about 
the  same  age,  thirty-five,  with  no  children.  She  became  the 
subject  of  alarming  haemorrhage  for  which  he  could  never 
find  the  slightest  reason  ;  she  had  consulted  several  medical 
men  and  had  been  an  in-patient  under  Dr.  Champneys  at  St. 
George's  without  any  relief.  Here  too  he  had  removed  tubes 
and  ovaries  and  the  haemorrhage  had  ceased,  though  the  ap- 
pendages and  the  uterus  appeared  perfectly  healthy.  She  did 
wonderfully  well  and  never  lost  another  ounce  of  blood.  He 
suggested  that  it  would  be  well  to  try  the  continuous  current 
in  these  cases,  in  the  hope  of  avoiding  such  strong  measures 
as  oophorectomy. 

Dr.  Heywood  Smith  said  that  apart  from  the  cases  of 
malignant  disease  and  fibroids,  there  were  no  cases  of  haemor- 
rhage of  which  one  saw  more  than  those  due  to  retained 
products  of  conception.  He  observed  that  all  cases  did  not 
require  to  be  widely  dilated  by  tents  in  order  to  effect  a  cure. 
It  was  important  to  make  sure,  however,  that  there  was  no 
small  fragment  left,  and  he  had  found  the  application  of  the 
solid  nitrate  of  silver  to  the  entire  surface  of  the  uterus  very 
beneficial.  He  asked  Dr.  F.  Barnes  what  v/as  the  exact  posi- 
tion of  the  piece  of  placenta  found  post-mortem.  He  asked 
whether  anything  had  been  detected  with  respect  to  the 
ovaries  or  oviducts.  (  Dr.  F.  Barnes  said  they  were  healthy.) 
The  oviduct  was  often  long  and  convoluted.  In  some  cases  of 
fibrous  tumour  it  might  be  advisable  to  try  the  continuous 
current,  but  he  would  mention  that  in  one  case  in  which  he 
had  tried  it  it  appeared  to  have  started  a  haemorrhage  which 
had  not  existed  before. 

Dr.  Fancourt  Barnes  said  he  could  only  repeat  that 
some  cases  were  easy  and  others  were  difficult.  He  had 
merely  mentioned  the  case  to  show  that  it  was  sometimes 
very  difficult  to  differentiate  between  a  piece  of  placenta 
which  had  become  almost  a  part  of  the  uterine  wall  and  the 
uterine  wall  proper. 

Dr.  Barnes  expressed  his  approval  with  Dr.  Edis's  mode 
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of  attacking  the  subject.  There  was  nothing  more  useful 
than  to  take  a  symptom  and  then  to  trace  out  its  causes. 
If  they  attempted  the  analysis  of  cases  of  menorrhagia  they 
would  go  through  almost  the  whole  range  of  female  path- 
ology. He  would  not  refer  to  cases  of  haemorrhage  due 
to  retained  products  of  conception,  but  he  would  say  a  word 
or  two  about  two  other  forms.  Dr.  Edis  had  touched  on  one, 
namely,  the  haemorrhages  which  occurred  at  the  menopause 
or  afterwards.  In  these  there  might  be  no  trace  of  disease  in 
the  pelvic  structures,  and  yet  there  was  recurrent  haemor- 
rhage. He  would  recall  another  fact  which  not  seldom 
occurred  in  women  of  that  age,  viz.,  profuse  epistaxis.  That 
pointed  to  a  constitutional  cause,  heart  disease  or  some  dis- 
turbance of  the  circulation  symptoms  which  were  relieved  by 
the  haemorrhage,  uterine  or  otherwise.  The  term  vicarious 
menstruation  applied  to  these  cases  was  not  altogether  appro- 
priate, but  it  showed  clearly  that  they  must  look  beyond  the 
pelvic  organs  in  order  to  unravel  the  mystery  of  some  of  these 
cases.  The  haemorrhage  from  the  nose  might  furnish  an  in- 
dication for  treatment,  and  he  had  seen  the  balance  of  circu- 
lation restored  by  vensection  or  leeching.  If  they  took  the 
other  extreme  of  life,  the  commencement  of  ovarian  activity 
and  emotional  affections,  they  sometimes  met  with  the  most 
tremendous  haemorrhages.  He  had  seen  one  or  two  cases 
that  had  terminated  fatally.  He  saw  a  case  at  Brighton  some 
years  ago  in  which  the  patient  had  a  very  narrow  escape.  Of 
course  when  one  met  with  these  cases  in  young  women,  one's 
first  thought  was  to  suspect  pregnancy,  but  in  this  case  he 
was  enabled  to  say  that  it  was  not  so.  He  had  succeeded  in 
arresting  the  haemorrhage  by  local  measures.  The  great 
thing  was  to  get  a  diversion  of  the  blood  from  the  uterus, 
whence  it  escaped.  In  one  case  transfusion  had  saved  the 
patient.  The  cases  which  were  independent  of  local  uterine 
or  ovarian  disease  were  also  of  extreme  importance.  They 
knew  that  taking  away  the  ovaries  in  cases  of  haemorrhage 
due  to  fibroid  would  sometimes  stop  not  only  the  haemor- 
rhage but  the  growth  of  the  tumour.     He  had  seen  cases  of 
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that  kind,  and  it  must  be  looked  upon  as  a  last  resource  in 
these  cases.  They  must  devote  themselves  to  the  considera- 
tion of  these  cases  which  were  independent  of  any  local 
disease.  He  maintained  that  gynaecologists  were  far  less 
open  to  the  reproach  of  not  looking  beyond  the  pelvic  organs 
than  were  surgeons  to  the  charge  of  neglecting  these  primary 
organs  which  were  the  ruling  power  in  women. 

Dr.  INGLIS  Parsoms  said  he  had  had  two  patients,  sup- 
posed to  be  suffering  from  a  malignant  disease,  sent  to  him  for 
the  electrical  treatment.  In  one  case  in  which  there  was  a 
good  deal  of  haemorrhage  and  pain,  Dr.  Edis  had  seen  her,  and 
on  passing  the  speculum  he  had  seen  a  small  polypus  pro- 
truding from  the  cervix.  The  uterus  was  fixed  and  that,  with 
the  bleeding  and  pain,  might  give  rise  to  the  supposition  of 
malignant  disease.  He  had  had  another  similar  case,  and  in 
both  the  fixation  of  the  uterus  was  apparently  due  to  pre- 
existing parametritis.  Both  patients  were  getting  well  on 
merely  local  treatment.  He  had  a  case  of  severe  menor- 
rhagia  for  which  no  cause  could  be  found,  the  patient  could 
not  take  ergot  or  iron,  and  her  circulation  was  very  feeble; 
in  that  case  hot  water  douches  had  diminished  the  haemor- 
rhage. He  would  have  applied  the  positive  pole  but  the 
patient  would  not  allow  any  local  treatment  beyond  the 
douches. 

In  answer  to  Dr.  Fenton  he  said  he  had  not  had  the  ques- 
tionable advantage  of  making  a  post-mortem  examination 
after  using  the  constant  current,  though  this  had  occurred  in 
one  case  after  the  interrupted  current.  He  mentioned  three 
cases  treated  by  the  constant  current  in  which  permanent  relief 
had  been  recorded.  He  suggested  that  the  positive  electrode 
had  a  better  action  than  that  of  ordinary  caustics.  He  said 
that  he  had  a  good  many  cases  of  fibroids  treated  by  elec- 
tricity which  he  should  one  day  publish.  He  quoted  one  case 
sent  to  him  by  Dr.  Edis  in  which  all  kinds  of  treatment  had  been 
tried.  It  had  the  effect  of  stopping  the  haemorrhage  and  she 
was  practically  free  for  two  years,  but  recently  she  had  had 
one  profuse  attack.    He  urged  that  operating  surgeons  should 
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not  allow  their  judgment  to  be  obscured  by  the  knife.  He 
himself  often  sent  cases  to  the  surgeons  which  he  thought 
were  unsuitable  for  the  electrical  treatment.  He  mentioned  a 
case  sent  to  him  by  Dr.  Fenton  of  a  patient  aged  forty-three, 
who  had  a  well-marked  fibroid  and  profuse  haemorrhage.  In 
that  case  the  current  kept  the  haemorrhage  in  check  provided 
it  was  used  about  once  a  week,  but  not  otherwise. 

Dr.  Bantock  observed  that  the  subject  of  the  paper  was 
such  a  wide  one,  and  haemorrhage  was  a  symptom  due  to  such 
a  variety  of  conditions,  that  the  discussion  necessarily  resolved 
itself  into  the  details  of  the  treatment  of  particular  conditions. 
Dr.Edis  had  very  well  covered  the  ground  with  the  exception  of 
a  small  group  of  cases  subsequently  dealt  with  by  Dr.  Barnes, 
namely,  the  cases  of  menorrhagia  in  very  young  subjects. 
In  these  cases  it  was  impossible  to  find  any  appreciable  local 
disease,  and  they  were  restricted  to  constitutional  treatment. 
Constipation  very  frequently  coincided,  and  saline  chalybeate 
aperients,  followed  by  iron  and  ergot,  usually  brought  about 
the  desired  result.  There  were,  however,  cases  in  which  this 
treatment  was  of  no  use,  and  the  patient  might  even  die. 
Some  years  ago  there  was  a  case  of  this  kind  at  the  Dorset 
House  branch  of  the  Samaritan  Hospital.  One  condition  to 
which  Dr.  Edis  had  given  great  prominence  was  that  of  menor- 
rhagia and  metrorrhagia  due  to  retained  placenta.  He  men- 
tioned incidentally  the  curious  facts  that  in  one  case  the 
retained  placenta  was  perfectly  free  from  any  sign  of  decom- 
position for  a  considerable  time  after  the  initial  symptoms  had 
set  in.  He  had  frequently  observed,  in  more  recent  cases 
than  the  one  referred  to,  that  when  a  portion  of  the  placenta 
had  been  actually  protruding  from  the  os,  that  part  of  it  was 
decomposed  while  the  upper  part,  particularly  that  near  the 
adhesion  to  the  uterine  wall,  was  perfectly  free  from  decom- 
position. That  appeared  to  be  due  to  the  preservative  action 
of  the  alkaline  secretion  of  the  uterine  cavity,  and  the  decom- 
position was  set  up  by  the  mixture  of  the  alkaline  secretion 
with  the  acid  secretion  of  the  vagina.  It  frequently  happened 
that  the  placenta  was  only  retained  by  a  small  pedicle.     He 
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agreed  that  the  best  curette  was  the  nail  of  the  index  finger, 
but  he  could  not  agree  that  the  blunt  curette  was  preferable  to 
the  sharp  curette,  the  spoon  curette  being  that  which  he  pre- 
ferred. He  could  not  see  what  use  a  blunt  curette  could  be, 
particularly  following  the  finger.  He  did  not  think  that  there 
was  a  more  useless  instrument  than  the  ovum  forceps,  for  in 
removing  an  adherent  ovum  the  portion  grasped  was  sure  to 
tear  away,  the  only  plan  being  to  separate  it  as  in  ordinary 
cases  of  adherent  placenta,  by  means  of  the  finger.  He  in- 
sisted upon  the  beneficial  effect  of  the  tincture  of  the  muriate 
of  iron,  when  symptoms  of  pyaemia  declared  themselves,  given 
in  doses  of  from  ten  to  fifteen  minims  every  two  or  three 
hours.  Several  times  he  had  seen  cases  with  marked  symp- 
toms, rigors,  &c.,  in  which  immediate  relief  followed  special 
treatment,  and  he  mentioned  several  cases  in  which  recovery 
had  followed.  Dr.  Edis  objected  to  the  administration  of 
iron  in  certain  of  these  cases,  but  that  did  not  correspond 
with  his  experience,  for  his  sheet-anchor  in  all  such  cases  was 
iron,  especially  in  combination  with  ergot.  He  observed 
that  large  doses  of  ergot  might  increase  the  haemorrhage, 
when  ten-minim  doses  would  diminish  it.  With  regard  to 
the  administration  of  bromide  of  potassium,  he  said  that  he 
had  tried  it  years  ago  but  had  quite  given  it  up  since ;  it 
seemed  to  conduce  to,  rather  than  check,  the  haemorrhage. 
He  had  not  much  faith  in  hydrastis,  digitalis,  nux  vomica, 
hazeline,  &c.  He  quite  agreed  with  Dr.  Edis  that  sulphuric 
acid,  gallic  acid,  &c.,  were  of  very  little  use  ;  the  great  thing 
was  a  correct  diagnosis,  and  this  was  sometimes  impossible. 
He  trusted  that  it  would  not  often  occur  that  cases  of  ad- 
vanced epithelioma  of  the  cervix  would  be  diagnosed  and 
treated  as  retroversion  of  the  uterus. 

Dr.  Edis,  in  reply,  thanked  the  Fellows  for  their  remarks. 
His  object  had  been  to  promote  a  discussion  on  a  subject  of 
great  practical  interest.  It  was  a  well-worn  subject,  and  was 
after  all  only  a  symptom,  but  when  patients  came  complain- 
ing of  haemorrhage  the  practitioner  had  to  attack  the  question 
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from  this  standpoint.  He  could  not  of  course  say  anything 
new  on  such  a  topic,  but  the  excellent  discussion  which  had 
followed  was  a  sufficient  justification  for  the  paper.  In 
reference  to  Dr.  Fancourt  Barnes'  case  upon  which  he  had 
operated,  he  mentioned  that  the  patient  was  very  ill  at  the 
time,  her  temperature  when  placed  on  the  operating  table 
being  over  104°  F.  The  "  mass  "  of  placental  tissue  described 
as  having  been  found  post-mortem  was  only  about  the  size  of 
a  small  filbert  embedded  in  one  cornu,  and  even  post-mortem 
was  by  no  means  easy  to  identify.  With  respect  to  the  use 
of  the  ovum  forceps,  he  said  they  were  useful  in  certain  cases 
to  grasp  the  ovum.  He  quite  agreed  with  what  had  been 
said  as  to  the  value  of  a  combination  of  iron  and  ergot.  When 
he  spoke  of  not  giving  iron  he  alluded  to  cases  in  which  there 
was  reason  to  believe  that  something  had  been  retained  in 
the  uterus.    That  general  rule  he  still  adhered  to. 

The  Society  then  adjourned. 
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THE  BRITISH  GYNECOLOGICAL  SOCIETY. 

Wednesday,  June  ii,  1890. 

C.  H.  F.  ROUTH,  M.D.,  President,  in  the  Chair. 

Present:  17  Fellows,  ir  Visitors. 

The  following  were  elected  Fellows  of  the  Society :  Dr.  G. 
S.  Remie,  and  Dr.  R.  M.  Beaton. 

The  following  was  proposed  for  election :  Dr.  J.  Bolat, 
London. 

Dr.  Macnaughton  Jones  showed  a  large  fibroid  poly- 
pus which  was  removed  from  a  patient,  set.  fifty.  The  tumour 
completely  filled  the  vagina  and  had  contracted  extensive 
adhesions  with  the  vaginal  walls.  In  breaking  these  ad- 
hesions there  was  most  severe  haemorrhage.  The  pedicle 
was  with  some  difficulty  severed  with  the  ecraseur  and  the 
perinaeum  was  but  slightly  injured  in  the  extraction.  The 
patient  was  quite  well.  It  was  the  only  case  of  the  kind  he 
had  met  with. 

Dr.  Edis  remarked  on  the  interesting  nature  of  the 
tumour,  and  the  mistakes  made  in  diagnosing  these  very 
large  vaginal  tumours. 

The  President  asked  if  the  haemorrhage  was  vaginal  ? 

Dr.  Jones  replied  that  it  was. 

Fibrous  Tumours  of  the  Pelvis  simulating  Ovarian  Tumours. 
Under  the  care  of  Dr.  Chas.  H.  Joubert,  Surgeon- 
Major,  M.B.Lond.,  F.R.C.S.,  Professor  of  Obstetric 
Medicine,  University  of  Calcutta. 

The  two  following  cases,  treated  at  the  Eden  Hospital, 
Calcutta,  are  of  considerable  interest :  firstly,  from  the  great 
difficulty  of  diagnosis  between  the  tumours  actually  found 
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and  ovarian  tumours,  and  secondly,  from  the  apparent  rarity 
of  large  tumours  composed  of  pure  white  fibrous  tissue  only 
taking  their  origin  in  or  near  the  pelvis.  I  could  find  no 
reference  to  any  such  tumours  in  any  works  of  reference 
available  in  Calcutta. 

I. — Subhudra,  Hindoo  female,  age  about  forty  years, 
admitted  August  12th,  i888.  Multiparas,  last  pregnancy 
twenty  years  ago,  menstruation  normal,  general  health  good. 
Noticed  a  lump  in  the  right  iliac  fossa  about  two  years  ago, 
says  it  was  painful. 

Condition  on  Admission. — An  unsymmetrical  right-sided 
tumour  reaching  from  pelvis  to  about  four  inches  below  ensi- 
form  cartilage,  movable  from  side  to  side,  but  not  from  below 
upwards.  Indistinct  fluctuation,  flanks  tympanitic.  Circum- 
ference of  body  at  most  prominent  part  of  tumour  thirty-three 
inches.  An  aortic  impulse  felt  on  deep  pressure  with  stetho- 
scope. Uterus  lying  below,  and  to  left  of  tumour,  but  not 
separable  from  it ;  sound  enters  two  and  three  quarter  inches  ; 
urine  normal.  Diagnosed  as  a  multilocular  right  ovarian 
tumour. 

Abdomen  opened  by  a  four  inch  incision  on  August  28th, 
1888.  The  tumour  was  found  to  be  sessile  on  a  very  broad 
base  extending  from  the  right  brim  of  the  pelvis  up  to  the 
right  false  ribs,  and  apparently  also  very  broad  from  before 
backwards.  It  was  semi-fluctuating  to  the  touch,  giving  the 
impression  of  little  fluid  and  much  solid  matter.  The  peri- 
toneum was  moveable  somewhat  over  the  surface  of  the 
tumour  proper.  The  surface  was  of  a  pinkish  colour.  The 
free  portion  of  the  tumour  was  not  adherent  to  anything, 
and  projected  over  the  pelvis  into  the  left  side  of  the 
abdomen.  The  uterus  and  the  appendages  of  both  sides 
were  felt  to  be  quite  free  from  disease,  and  entirely  uncon- 
nected with  the  tumour. 

As  it  appeared  to  me  then  that  no  proper  pedicle  could 
be  made,  the  removal  of  the  mass  was  abandoned,  and  the 
abdominal  wound  closed  after  sponging  out  the  pelvis  and 
peritoneum. 
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The  patient  suffered  considerably  from  shock,  and  died 
on  August  31st,  1888,  three  days  after  the  operation,  without 
any  very  apparent  reason. 

K  post-mortem  examination  showed  that  the  tumour  was 
growing  from,  and  in,  the  sub- peritoneal  connective  tissue  of 
the  right  side  of  the  abdominal  wall  and  pelvis.  It  was 
composed  entirely  of  pure  white  fibrous  tissue,  was  quite 
solid  throughout,  and  weighed  fifteen  pounds.  It  might 
have  been  removed  by  shelling  it  out  of  its  peritoneal  cap- 
sule, but  the  result  would  probably  have  been  equally 
unsuccessful  in  a  patient  who  was  unable  to  resist  a  mere 
exploratory  operation.  No  septic  conditions  were  found, 
only  slight  and  very  local  peritonitis. 

2. — Kate,  Hindoo  female,  age  about  forty-two  years, 
admitted  Nov.  6th,  1889.  Multiparae,  last  pregnancy  twelve 
years  ago.     Menstruation  regular,  but  rather  free  and  painful. 

Noticed  a  small  tumour  in  the  lower  abdomen  about 
fifteen  years  ago  on  the  right  side.  The  growth  to  present 
size  has  been  gradual. 

Conditiofi  on  Admission. — The  tumour  reaches  from  pelvis 
to  within  two  inches  of  ensiform  cartilage.  Circumference 
at  umbilicus  thirty-five  and  a  half  inches.  The  outline  of 
the  tumour  is  somewhat  irregular,  but  the  right  side  of  the 
abdomen  is  most  occupied.  The  uterus  pushed  up  to  the 
left,  almost  above  the  pelvis,  the  cervix  being  only  just  within 
reach.  The  sound  passes  with  great  difficulty  two  and  a  half 
inches.  A  small  flattened  mass  below  and  to  left  of  tumour, 
moveable  independently,  is  probably  the  uterus,  but  manipula- 
tion with  the  sound  gives  too  much  pain  to  allow  prolonged 
examination. 

Operation  on  Nov.  Zth,  1889. — A  four  inch  incision  ex- 
posed a  tumour  of  different  appearance  to  an  ovarian  cyst. 
It  was  covered  with  a  thick  layer  of  peritoneum,  which  could 
be  slightly  moved  over  its  deeper  surface,  and  which  was  not 
omentum.  The  tumour  had  the  resilient  feel  of  a  cyst,  but 
as  a  mass  it  was  more  flaccid  than  a  cyst.  On  passing  the 
whole  hand  in  and  exploring  the  abdomen,  the  uterus  was 
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found  somewhat  enlarged   and   flattened,  lying  to  the  left 
lower  side  of  the  tumour,  high  up  and  out  of  the  pelvis. 

The  left  ovary  and  tube  were  normal,  but  the  right  ovary 
could  not  be  detected.  The  right  Fallopian  tube  and  round 
ligament  were  well  seen  stretched  out  over  the  mass,  which 
was  clearly  in  the  folds  of  the  broad  ligament.  There  were 
no  adhesions  anywhere,  but  the  very  broad  base  extended 
from  the  right  side  of  the  displaced  uterus  to  the  brim  of 
the  false  pelvis  on  the  right  side,  or  even  somewhat  higher. 
There  was  a  slight  interval  between  the  tumour  and  the 
right  side  of  the  uterus,  and  the  fingers  could  be  dipped  well 
under  the  tumour  both  back  and  front.  The  abdominal 
incision  was  extended  upwards  and  downwards  after  the 
insertion  of  the  trocar  had  proved  the  mass  to  be  quite  solid. 
With  some  difficulty  the  mass  was  got  out  of  the  abdominal 
incision.  Numerous  veins  as  thick  as  a  finger  were  seen 
coursing  over  its  surface.  The  peritoneum  was  then  torn 
open  in  a  line  extending  from  the  caecum,  which  was  close 
to  the  tumour  above  and  to  the  right,  to  the  angle  between 
the  converging  Fallopian  tube  and  round  ligament,  near  the 
right  cornu  of  the  uterus.  The  tumour  was  shelled  out  with 
ease.  Some  veins  and  a  few  arteries  had  to  be  secured,  and 
near  the  uterus  in  the  depths  of  the  broad  ligament  some 
thick  tissue  containing  large  arteries  was  transfixed  and  tied 
before  the  tumour  was  cut  away.  There  was  but  little  loss . 
of  blood,  only  some  general  oozing  from  the  internal  surface 
of  the  cavity  which  remained,  but  this  was  controlled  by 
sponges.  The  extremities  of  the  rent  in  the  broad  ligament 
were  brought  together  by  fine  silk  sutures,  and  the  edges  of 
the  centre  part  fastened  to  the  lower  part  of  the  abdominal 
wound  and  a  drainage  tube  inserted  into  the  cavity  in  the 
broad  ligament.  The  upper  part  of  the  abdominal  wound 
was  closed  with  silkworm  gut  sutures.  The  right  ovary  and 
tube  being  healthy  were  not  removed.  Very  little  blood  was 
lost  during  the  operation,  but  the  amount  of  shock  was  con- 
siderable. The  tumour  weighed  twenty  pounds,  and  was 
composed  of  pure  white  fibrous  tissue,  with  a  few  small  cysts 
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in  places.  It  was  carefully  examined  by  Dr.  Gibbons,  Pro- 
fessor of  Pathology.  No  muscular  fibres  or  ovarian  tissue 
was  found  in  any  part  of  the  tumour  examined.  It  had 
apparently  developed  from  the  connective  tissue  in  the  broad 
ligament. 

The  subsequent  history  of  the  case  was  as  follows  : — During 
the  night  of  the  Sth-Qth  Nov.,  the  cotton  wool  round  the  tube 
had  to  be  changed,  and  three  and  a  half  ounces  of  blood  were 
drawn  off  through  the  tube.  The  temperature  remained 
normal,  but  the  abdomen  became  tympanitic.  Brandy  and 
magnes.  sulph.  3ss  were  given  every  two  hours. 

During  the  9th,  eight  ounces  of  blood  in  all  were  removed 
through  the  tube.     Temperature  normal,  tympanitis  persisted. 

1 0th. — No  further  loss  of  blood  to  speak  of,  but  persistent 
vomiting  and  tympanitis,  temperature  normal. 

The  patient  died  at  6  a.m.  on  the  nth.  No  rise  of 
temperature. 

Post-mortem  examination  at  8  a.m.  on  Nov.  nth  : — 

Edges  of  wound  adherent,  stomach  much  distended,  intes- 
tines only  slightly.  No  peritonitis,  only  slight  congestion  of 
vessels.  No  blood  in  the  general  peritoneal  cavity.  Edges 
and  sides  of  the  sac  adherent  to  abdominal  wall  and  sur- 
rounding coils  of  intestines  by  plastic  lymph,  and  cavity  of 
sac  quite  shut  off  from  that  of  peritoneum.  But  the  site  ot 
the  tumour  was  distended  by  a  considerable  amount  of  dark 
clotted  blood,  though  hardly  sufficient  apparently  to  account 
for  death.  The  right  ovary,  that  of  affected  side,  quite  healthy, 
and  the  right  Fallopian  tube  found  on  the  posterior  layer  of 
the  broad  ligament.  Left  appendages  also  healthy.  Liver 
and  spleen  healthy.  No  septic  conditions  of  any  kind. 
Death  was  evidently  due  to  the  slow  loss  of  blood  from 
the  sides  and  into  the  sac  from  which  the  tumour  was 
removed. 

Dr.  Bantock  said  it  was'  rather  difficult  to  criticise  a 
paper  in  the  absence  of  the  author,  and  he  regretted  that  Dr. 
Joubert  was  not  present  to  give  them  further  information  on 
one  or  two  points.     In  the  second  case  Dr.  Joubert  stated  that 
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the  tumour  grew  from  the  connective  tissue  of  the  pelvis.     He 
had  come  down  upon  some  firm  tissue  with  some  vessels  pass- 
ing into  the  tumour  where  it  was  necessary  to  apply  ligatures. 
That  would  be  found  to  be  the  connection  with  the  uterus 
itself;  he  himself  had  exhibited  several  specimens  from  cases 
in  which  he  had  encountered  the  same  conditions.     He  had 
been  able  to  find  the  exact  site  of  the  connection  with  the 
uterus.     Only  two  or  three  days  before  he  had  seen  a  patient 
upon  whom  he  had  operated  six  months  ago ;  it  was  one  of 
those  cases  of  multiple  fibromas  in  which  he  was  obliged  to 
enucleate  nearly  all  of  them,  but  had  had  to  leave  one  in  the 
left  broad  ligament,  for  it  would  have  been  necessary  to  dig 
down  below  the  level  of  the  os  to  get  it  out.     It  would  thus 
have  further  complicated  an  already  complicated   operation. 
It  appeared  to  have  sprung  from  that  part  of  the  uterus  be- 
tween the  layers  of  the  broad  ligament  below  the  level  of  the 
internal  os.     He  had  no  hesitation  in  leaving  the  tumour  be- 
cause he  thought  that  if  suppuration  did  take  place  having  left 
the   stump  exposed  without  a  serre-nmid,  including  the  peri- 
toneum, there  would  have  been  a  way  of  escape  for  the  slough- 
ing tumour.     Fortunately  nothing  of  the  kind  occurred.     The 
result  was  this,  that  the  tumour  remaining  having  been  de- 
prived of  its  full  supply  of  blood  had  since  undergone  a  con- 
siderable reduction  in  the  size,  being  now  about  one  half  what 
it  was.     Another  case  in  which  unfortunately  he  did  not  follow 
this  course  was  one  in  which  the  patient  was  already  anaemic, 
so   much  so  that  he  had  to  keep  her  several  weeks  in  the 
hospital   before    he    could    make  up   his   mind    to   operate. 
In   that  case  he  tried  to  remove  one  of  these  deep-seated 
tumours,   but  the  woman  died  from  shock  in  a  few  hours. 
These  two  cases  seemed  to  him  to  belong  to  the  same  class. 
The  peculiar  elasticity  so  characteristic  of  soft  fibroids  was 
very  marked  in  both  of  them,  although  Dr.  Joubert  said  there 
was  no  muscular  tissue.     In  some  of  the  cases  which  he  (Dr. 
Bantock)  had  reported,  the  tumour  had  been  of  the  kind  de- 
scribed as  molluscum  fibrosum  cysticum  abdominale  appearing 
to  contain  fluid.     In  others  it  was  the  hard,  solid  variety,  as 
VOL.  VI.— NO.  23.  25 


368  The  British  Gyncsco logical  Society. 

in  the  two  cases  to  which  he  had  just  referred.  He  was  not 
prepared  to  accept  the  explanation  that  they  grew  from  the 
connection  of  the  pelvis,  since  they  had  a  distinct  connection 
with  the  uterus. 

The  President  pointed  out  in  reference  to  the  question 
of  the  diagnosis  that  the  stethoscope  seemed  to  have  been 
used  in  one  of  the  cases,  and  it  was  recorded  that  the  heart 
sounds  were  transmitted  through  it.  That  would  show  that 
it  was  not  ovarian  dropsy,  or  if  ovarian,  a  solid  ovarian 
tumour — a  comparatively  rare  affection.  This  point  was  very 
often  overlooked  in  arriving  at  a  diagnosis.  In  multilocular 
ovarian  dropsy,  moreover,  percussion  gave  a  different  note 
according  to  the  particular  portion  over  which  one  percussed. 
In  cases  of  fibroid  there  always  was  a  double  cardiac  sound 
wherever  and  however  the  examination  over  the  tumour  was 
made.  In  Dr.  Joubert's  case  the  transmission  of  the  heart 
sounds  ought  to  have  made  it  clear  that  he  was  dealing  with 
a  solid  tumour. 

Dr.  Bantock  said  the  question  of  diagnosis  was  after 
all  an  unimportant  one.  Every  one  was  liable  to  make  mis- 
takes over  and  over  again.  So  much  was  this  the  case  that 
unless  a  man  considered  from  collateral  signs  that  the  tumour 
was  malignant,  he,  as  a  rule,  felt  it  his  duty  to  ignore  the 
diagnosis,  and  make  an  exploratory  incision.  He  therefore 
looked  upon  the  discussion  of  the  question  of  diagnosis  as 
more  or  less  a  waste  of  time.  The  difficulty  of  distinguish- 
ing between  one  of  these  soft  fibroids  and  a  cyst  was  so 
great  that  probably  no  man  with  a  large  experience  had 
escaped  making  the  mistake.  In  the  absence  of  evidence  of 
malignancy  it  was  their  duty  to  explore.  He  did  not  feel 
at  liberty  to  criticise  the  operation  in  the  absence  of  Dr. 
Joubert,  but  he  could  only  regret  that  he  had  not  enucleated 
the  first  of  the  tumours,  as  he  did  the  second. 
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Some  Observations  on  certain  Fortns  of  Intestinal  Obstruc- 
tion a?td  their  Treatment.  By  FREDERIC  Bowreman 
Jessett,  F.R.C.S.Eng.,  Surgeon  to  the  Cancer  Hospital, 
Brompton. 

Gentlemen, — I  have  ventured  to  bring  this  subject  before 
your  Society,  as  although  not  strictly  coming  under  the  head 
of  gynaecology,  yet,  as  many  of  the  Fellows  do  not  limit 
their  practice  to  that  particular  department  of  our  Science, 
but  are  equally  at  home  when  removing  a  gallstone  as  an 
ovarian  tumour,  and  when  performing  nephrectomy  as  an 
hysterectomy,  I  am  sure  I  may  be  pardoned  if  I  introduce 
to  your  notice  some  observations  on  certain  forms  of  intes- 
tinal obstruction,  more  especially  as  the  forms  I  am  now 
about  to  discuss  may  complicate  any  operation  on  the  uterus, 
or  its  appendages,  and  further,  as  I  believe  this  to  be  a 
Society  for  the  discussion  of  the  treatment  of  all  forms  of 
diseases  of  the  abdomen,  equally  with  those  strictly  limited 
to  diseases  peculiar  to  women. 

As  the  time  at  my  disposal  is  limited,  I  shall  in  this  paper 
confine  my  remarks  to  those  acute  forms  of  occlusion  caused, 
first,  by  constricting  bands  or  diverticula,  second,  volvulus. 

It  will  facilitate  discussion  if  I  describe  briefly  these  differ- 
ing forms  of  obstruction. 

I.  Occlusion  caused  by  Constricting  Bands,  &c. — The  chief 
causes  of  such  constrictions  or  strangulations  are  adventitious 
bands  the  result  of  peritonitis,  diverticula. 

And  here  we  at  once  see  how  such  condition  may  interest 
all  who  are  in  the  habit  of  performing  any  of  the  operations 
connected  with  the  uterus  or  ovaries,  as  although  it  is  not  by 
any  means  commonly  the  case,  yet  occasionally  the  localized 
peritonitis  caused  by  the  removal  of  an  ovarian  tumour  or 
cyst,  especially  when  adhesions  are  present,  may  be  the  very 
means  of  creating  those  bands  of  lymph  which  may  stretch 
from  point  to  point,  and  be  the  cause  of  catching  and  snaring 
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some  portion  of  the  small  intestine,  or  sigmoid  flexure,  and 
thus  creating  an  obstruction. 

Supposing  such  a  band  to  extend  from  the  stump  of  the 
pedicle  of  an  ovarian  cyst,  or  from  the  fundus  of  the  uterus 
from  whence  a  myoma  has  recently  been  removed,  and  pass- 
ing from  thence  to  the  brim  of  the  pelvis,  or  the  wound  in 
the  parietes — how  easy  it  is  to  see  how  a  knuckle  of  intestine 
may  become  caught  and  constricted. 

It  is  all-important,  then,  for  us  to  recognise  these  facts, 
and  to  know  that  after  an  ovariotomy  or  abdominal  hysterec- 
tomy, should  symptoms  of  intestinal  obstruction  occur,  that  it 
may  be  caused  in  this  manner. 

Then  again,  obstruction  may  be  caused  by  a  localised 
peritonitis  after  either  of  these  two  operations,  whereby  the 
small  intestine  may  become  absolutely  glued  and  matted 
together  in  the  pelvis;  in  one  such  case  that  came  under 
my  notice  a  faecal  fistula  was  established  in  the  vagina  caus- 
ing the  patient  the  greatest  possible  distress  and  discom- 
fort. This  patient  was  operated  upon  and  made  a  good 
recovery. 

Another  form  in  which  obstruction  of  the  small  intestine 
may  occur  is  from  the  fact  that  the  toilet  of  the  peritoneum 
after  an  abdominal  section  has  not  been  properly  attended  to. 
I  have  heard  many  men  scoff  at  the  mention  of  the  toilet  of 
the  peritoneum,  and  say  that  such  an  expression  is  very 
pretty  and  flowery,  but  that  in  practice  all  the  surgeon  has 
to  do  is  to  return  the  intestines,  should  they  have  protruded, 
and  close  the  parietal  wound,  but  to  talk  about  the  toilet  is 
absurd  and  ridiculous,  and  that  the  intestines  and  omentum, 
if  pushed  back  into  the  abdominal  cavity,  are  perfectly  well 
able  to  take  care  of  themselves. 

I  heard  an  eminent  ovariotomist  once  declare  that  the  great 
omentum  was  his  abomination,  and  was  always  in  the  way 
when  he  was  performing  complicated  operations.  It  may 
have  been  often  adherent  to  the  growths  he  removed,  and 
he  no  doubt  had  been  at  times  troubled  thereby,  but  I  con- 
tend the  omentum  is  an  all-enduring  and  most  useful  mem- 
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brane.  You  may  remove  pieces,  cut  out  strips,  and  so 
long  as  you  treat  it  with  ordinary  respect  it  will  rarely  give 
you  trouble.  But  far  from  being  an  abomination,  it  is,  I 
contend,  the  greatest  friend  the  ovariotomist  has,  as  when 
the  toilet  of  the  peritoneum — by  which  is  meant,  when  the 
great  omentum  is  carefully  spread  out  between  the  intes- 
tines and  the  abdominal  parietes,  it  acts  as  a  buffer,  and 
prevents  the  intestines  from  becoming  adherent  to  the 
parietes,  and  so  one  cause  of  acute  intestinal  constriction 
is  avoided.  Any  one  who  has  had  an  opportunity  of  examin- 
ing the  state  of  things  after  an  abdominal  section  may  con- 
firm this  for  himself,  and  he  will  find,  as  I  found  in  all  the 
experiments  I  conducted,  and  in  such  post-mortem  examina- 
tions as  I  have  had  the  opportunity  of  seeing  after  abdominal 
section,  that  invariably  some  part  of  the  abdominal  contents 
became  adherent  to  the  parietal  layer  of  peritoneum  at  the 
seat  of  the  incision  through  the  parietes. 

If  the  toilet  is  properly  attended  to  the  portion  that 
becomes  adherent  is  the  great  omentum,  the  intestines 
thus  being  left  quite  free,  and  their  action  not  interfered 
with.  Let  the  toilet  be  neglected,  and  what  happens  ?  The 
intestines  themselves  become  adherent,  and  the  risk  is  run, 
that  such  a  state  of  things  having  taken  place,  a  twist  or  a 
knick  of  the  gut  ensues,  and  the  bowel  becomes  occluded, 
and  the  patient  is  put  to  the  unnecessary  risk  of  having  the 
abdomen  opened  again,  and  having  one  or  other  of  the 
operations  presently  to  be  described  performed. 

Methods  of  Strangulation. — From  the  above  remarks  it  will 
be  seen  how  easily  a  constriction  of  the  intestines  may  take 
place.  Suppose  a  band  to  extend  from  the  pedicle  of  an 
ovarian  growth  and  to  extend  to  the  brim  of  the  pelvis,  or 
from  two  points  in  the  mesentery — as  is  often  found  in  tuber- 
cular infiltration  of  the  mesenteric  glands — it  can  be  readily 
understood  how  a  coil  of  intestine  may  slip  through  or  under 
it,  and  become  strangulated,  and  under  such  circumstances 
complete  obstruction  must  result. 

Again,  in  the  case  of  Meckel's  diverticulum  or  any  of  those 
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long  cord-like  bands  which  occasionally  exist,  strangulation 
may  be  caused  by  a  portion  of  the  intestine  being  caught 
in  a  noose  or  loop,  and  thus  complete  occlusion  occur. 

The  time  at  my  disposal  will  not  allow  of  my  going  into 
all  the  different  forms  by  which  the  intestine  may  be  strangu- 
lated by  these  bands,  neither  is  it  important. 

II.  Volvulus. — Twists  of  the  intestine  are  always  found  in 
either  the  small  intestine  or  the  sigmoid  flexure,  and  usually 
consist  either  of  a  twist  upon  its  vertebral  mesenteric  axis, 
or  with  another  coil  of  intestine ;  either  of  these  forms  of 
volvulus  are  not  uncommon,  and  I  believe  invariably  will  be 
found  to  be  associated  with  an  abnormally  long  mesentery, 
or  from  unequal  contraction  of  the  gut,  and  is  very  much 
more  commonly  met  with  in  young  persons  than  in  those 
above  the  age  of  twenty  years. 

Having  thus  briefly  alluded  to  these  two  forms  of  intes- 
tinal obstruction,  it  only  remains  for  me  to  discuss  the  best 
method  of  dealing  with  them,  when  existing,  and  here  it  is 
important  that  we  should  be  able  to  decide  as  to  the  portion 
of  intestine  which  is  the  seat  of  strangulation.  I  should  like 
to  draw  your  attention  to  the  elaborate  memoirs  of  Professor 
Senn,  of  Milwaukee,  and  Dr.  E.  Stafifel,  of  Chemitz,  on  the 
"  Surgical  Treatment  of  Intestinal  Stricture  and  Occlusion," 
Their  conclusions  show  how  the  fate  of  patients  suffering  from 
obstruction  rest  chiefly  on  early  and  correct  diagnosis. 

In  the  acute  forms  of  obstruction  we  are  now  considering 
it  may  be  usually  taken  as  a  rule  that  the  higher  the  obstruc- 
tion the  more  violent  is  the  vomiting.  There  are,  however, 
other  symptoms  that  will  enable  us  to  localise  with  more  or 
less  certainty  the  seat  of  occlusion,  and  for  this  purpose  it  will 
facilitate  matters  if  we  divide  the  intestines  into  three  portions  : 

1.  When  the  obstruction  occurs  in  the  duodenum  and 
jejunum  ; 

2.  When  it  exists  in  the  lower  part  of  the  ileum  ;  and 

3.  When  the  colon  is  occluded. 

Taking  these  in  the  order  named  we  shall  find  when  the 
occlusion  is  situated  in  the  duodenum  or  upper  portion  of  the 
jejunum  the  following  symptoms  : — 
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The  first  indication  is  sudden  and  constant  severe  pain 
in  the  epigastrium,  followed  by  the  most  violent  vomiting  and 
retching,  which  continues  almost  persistently  until  the  obstruc- 
tion is  relieved  or  death  releases  the  patient.  The  vomited 
matter  is  never  faiculent.  There  is  entire  absence  of  tympa- 
nitis, the  abdomen  being  flat  and  contracted  ;  occasionally  the 
stomach  may  be  inflated,  causing  a  fulness  beneath  the  false 
ribs  on  the  same  side.  As  a  result  of  the  incessant  vomiting 
the  patient  becomes  collapsed  very  quickly,  and  death  takes 
place  speedily.  The  patient  is  troubled  with  intense  thirst 
during  the  course  of  the  disease ;  the  bowels  may  act  regu- 
larly and  flatus  pass. 

There  is  usually  tenderness  over  the  epigastrium  and  a 
fulness  may  be  distinguishable  if  the  occlusion  is  caused  by 
a  twist  upon  the  axis  of  the  bowel.  Should  the  obstruction 
be  the  result  of  pressure  from  a  tumour,  enlarged  glands,  or 
acute  peritonitis,  these  will  be  readily  discovered  and  the 
course  of  treatment  indicated. 

2.  Occlusion  when  occurring  in  the  lower  part  of  the 
jejunum  or  ileum  is  accompanied  by  very  different  symptoms. 
Here  instead  of  contraction  of  the  abdomen,  meteorism  exists 
in  an  extreme  degree,  causing  great  distress  ;  vomiting  is  per- 
sistent ;  in  the  early  stages  the  contents  of  the  stomach  are 
vomited;  this  is  followed  by  bilious,  which  is  speedily  succeeded 
by  faeculent,  vomiting.  There  is  severe  colicky  pain,  which  is 
usually  persistent,  but  may  occur  in  paroxysms  ;  this  is  espe- 
cially marked  when  stenosis  is  incomplete. 

Pain  is  nearly  always  an  early  symptom ;  it  is  often 
paroxysmal  at  first,  but  soon  becomes  constant.  There  is 
great  tenderness  over  the  abdomen  ;  in  volvulus  this  is  espe- 
cially the  case.  In  the  earlier  stages  of  volvulus  vomiting  is 
not  so  pronounced,  but  later  on  it  is  very  severe. 

The  amount  of  collapse,  although  great  in  all  kinds  of 
obstruction,  is  not  so  pronounced  in  occlusion  caused  by 
volvulus  as  when  the  result  of  constriction  by  bands.  Then, 
again,  the  suddenness  of  the  attack  has  much  to  do  with  the 
amount  of  collapse ;  in  some  cases  the  patient  becomes  pro- 
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foundly  collapsed  at  once  and  never  seems  to  rally.  The 
pulse  is  small  and  rapid,  the  tongue  dry  and  furred,  and  com- 
monly frequent  disagreeable  eructations  are  present. 

The  temperature  is  usually  subnormal  at  first  and  may 
remain  so  until  death  ;  even  when  peritonitis  is  present  no 
appreciable  rise  of  temperature  takes  place.  The  respirations 
are  increased  in  frequency,  which  is  caused  by  the  great  dis- 
tension of  the  abdomen. 

There  is  complete  absence  of  stool  or  flatus.  In  nearly,  if 
not  in  every  case,  the  disease  commences  quite  suddenly,  the 
patient  being  in  perfect  health  up  to  the  time  of  attack,  when 
suddenly  he  is  seized  with  a  violent  acute  pain  in  the  abdomen 
followed  by  the  above-named  symptoms. 

3.  Occlusion  of  the  colon  or  sigmoid  flexure  runs  a  much 
less  acute  course.  The  symptoms  are  ushered  in  by  pain  of 
a  very  severe  character,  and  can  usually  be  indicated  by  the 
patient ;  they  follow  slowly  other  symptoms.  Vomiting  may 
occur  only  once  or  twice  at  the  beginning  of  the  attack,  or 
not  until  later,  and  this  is  rarely  faeculent  at  first.  I  have  met 
with  cases  where  there  has  been  no  vomiting.  Tympanitis  at 
first  slight,  after  a  few  days  becomes  excessive  ;  there  is  but 
little  collapse  ;  there  is  complete  absence  of  motion  or  passage 
of  flatus,  and  on  examining  the  rectum  it  usually  is  found  to 
be  empty.  There  is  diminution  in  the  quantity  of  urine, 
which  is  high-coloured  and  loaded  with  lithates. 

The  only  portion  of  the  large  intestine  which  is  likely  to 
be  occluded  by  bands  or  volvulus  is  the  sigmoid  flexure. 

To  sum  up,  then,  in  occlusion  of  the  upper  part  of  the 
small  intestine  the  abdomen  is  flattened,  faeculent  vomiting  is 
absent,  the  bowels  may  act  for  several  days  after  the  occlusion 
has  occurred,  vomiting  and  retching  are  constant,  and  pain  is 
very  great.  In  occlusion  of  the  lower  part  of  the  small 
intestine  the  symptoms  are  equally  distressing,  but  here  there 
is  meteorism  and  faecal  vomiting,  while  in  occlusion  of  the 
large  intestine  there  is  distinct  meteorism,  total  absence  of 
the  passage  of  faeces  or  flatus  per  rectum  ;  vomiting  in  many 
cases  very  slight,  but  pain  of  a  paroxysmal  character  is 
intense. 
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Treatment. — Now,  gentlemen,  we  come  to  the  all-important 
subject  of  the  treatment  of  these  cases  when  they  are  brought 
to  our  notice,  and  here  in  the  first  place  let  me  enforce  with 
all  the  stress  conceivable  the  importance  of  openiyig  the  ab- 
domen as  early  as  possible  after  the  surgeon  is  sure  he  has  to 
deal  with  obstruction,  with  a  view  of  discovering  the  seat  of 
the  lesion  and  performing  such  operation  as  is  indicated  for 
the  relief  of  the  constriction.  Remember  that  the  success  in 
these  cases  depends  more  upon  early  interference  than  in  any- 
other  operation  in  surgery.  And  the  result  of  timely  surgical 
skill  is  pretty  well  certain  to  be  crowned  with  brilliant  success. 

What  surgeon  if  called  into  a  case  of  ordinary  strangulated 
hernia  would  wait  until  the  patient  was  worn  out  by  vomiting 
and  pain  before  he  operated  with  the  view  of  releasing  the 
hernia  ?  Why,  then,  hesitate  when  you  know  there  is  an 
obstruction  in  the  bowel,  which,  although  not  visible  to  the 
eye  or  touch  as  is  the  hernia,  yet  to  the  educated  mind  is 
equally  as  clear  ? 

It  is  true  that  in  years  gone  by  the  results  of  operations 
for  intestinal  obstruction  were  attended  with  disastrous 
results,  and  the  surgeon  rarely  attempted  to  restore  the  con- 
tinuity of  the  gut,  but  was  contented  with  fixing  the  dis- 
tended portion  of  the  intestine  above  the  seat  of  obstruction 
to  the  abdominal  wound,  and  forming  an  artificial  anus.  This 
proceeding  was,  however,  found  to  be  a  most  fatal  one,  and 
even  when  successful  the  patient's  life  was  a  burden  to  him- 
self, and  many  a  man  has  been  known  to  exclaim,  "  Had 
I  been  aware  this  was  the  only  result  anticipated  from  the 
operation,  I  would  rather  have  died." 

It  is  due  to  Professor  Senn,  of  Milwaukee,  that  intestinal 
surgery,  from  being  one  of  the  most  fatal  departments  in 
surgery,  may  now  be  ranked  among  the  most  successful,  and 
as  time  and  experience  progresses,  we  may  look  for  the  most 
brilliant  results,  not  to  be  eclipsed  even  by  those  of  the  ovario- 
tomist.  Senn's  method,  which  I  had  the  honour  of  first  bringing 
prominently  before  the  profession  in  this  country,  proved  so 
successful  in  the  experimental   research   I  made  some  two 
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years  ago,  that  I  have  never  ceased  to  impress  the  importance 
of  his  suggestions  before  the  profession. 

By  adopting  the  use  of  approximation  discs  either  in  the 
form  of  decalcified  bone  plates  by  Abbe's  catgut  rings,  or 
Brokaw's  segmented  rubber  rings,  for  uniting  two  portions 
of  the  intestine  and  thus  restoring  its  lumen,  has  proved  so 
successful  that  we  may  at  once  and  for  ever  put  aside  all  that 
we  have  been  taught  respecting  the  care  and  tedious  detail  of 
the  Czerny-Lembert  suture  of  the  intestine,  and  apply  our- 
selves to  perfecting  the  method  so  ably  advocated  by  Senn. 

In  the  future  I  boldly  assert  that  such  an  operation  as 
enterostomy  will  not  be  known,  excepting  in  cases  which 
from  neglect  have  been  allowed  to  pass  into  such  a  collapsed 
condition  that  it  would  be  impossible  to  do  more  than  draw 
up  a  loop  of  intestine  and  drain ;  the  artificial  anus  will  give 
place  to  jejuno-ileostomy,  ileo-ileostomy,  or  ileo-colostomy. 
For  these  operations  to  be  successful,  as  I  have  already  in- 
sisted upon,  no  time  should  be  wasted  in  the  administration 
of  drugs,  or  in  adopting  Mr.  Jonathan  Hutchinson's  plan 
of  treatment — which  by  the  way,  is  so  novel  that  I  think  I 
cannot  do  better  than  to  give  it  in  his  own  words.  He  says 
in  the  Records  of  hitestinal  Obstruction  with  especial  reference 
to  Symptoms  and  Treatment  {^^  Archives  of  Surgery','  vol.  i.) : — 
"  The  first  point  in  abdominal  taxis  is  the  full  use  of  an  anaes- 
thetic, so  as  to  obliterate  all  muscular  resistance.  Next  [the 
bowels  and  bladder  being  supposed  to  be  empty]  the  surgeon 
will  forcibly  and  repeatedly  knead  the  abdomen,  pressing  its 
contents  vigorously  upward,  downwards,  and  from  side  to  side. 
The  patient  is  now  to  be  turned  on  his  abdomen,  and  in  this 
position  to  be  held  up  by  four  strong  men,  and  shaken  backward 
and  forward.  This  done,  the  trunk  is  to  be  held  upwardmost, 
and  shaking  again  practised  directly  upward  and  downward  ; 
whilst  in  this  position  copious  enemata  are  to  be  given.  The 
whole  proceedings  are  to  be  carried  out  in  a  bond  fide  and 
energetic  manner.  It  is  not  to  be  merely  the  name  of 
taxis,  but  the  reality,  and  patience  and  persistence  are  to  be 
exercised.     The  inversion  of  the  body  and  succussion  in  this 
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position  are  on  no  account  to  be  omitted,  for  they  arc  possibly 
the  most  important  of  all.  I  do  not  think  that  I  ever  spend 
less  than  half,  or  three-quarters  of  an  hour  in  the  procedure." 

Mr.  Hutchinson  mentions  no  exceptions  as  far  as  the 
nature  of  the  obstruction  is  concerned,  so  we  may  imply  he 
advises  this  treatment  in  all  cases.  I  must  confess  to  my 
mind  it  is  difficult  to  conceive  in  what  manner  these  gym- 
nastic exercises  can  effect  reposition,  and  I  cannot  but  think 
such  energetic  treatment  might  expose  the  patient  to  immi- 
nent risk  of  rupturing  the  intestine. 

There  is  one  method,  however,  in  which  in  the  case  of 
volvulus,  when  seen  quite  early,  that  may  be  cautiously  tried — 
I  refer  to  rectal  insufflation  with  hydrogen  gas.  Should  the 
gut  be  rotated  around  its  vertebro-mesenteric  axis  less  than 
one  complete  circle,  reduction  might  be  effected  by  dilating 
and  thus  elongating  the  bowel  below  the  seat  of  obstruction, 
but  this  insufflation  must  be  done  most  carefully  and  gently, 
as,  should  the  loop  be  considerably  changed  by  the  twist, 
rupture  may  result ;  so  that  I  should  not  recommend  this 
method  of  treatment  unless  operative  measures  were  opposed 
by  the  patient  and  his  relatives. 

Preparatiott. — Before  commencing  any  operation  for  ob- 
struction of  the  intestines  the  patient  should  be  somewhat 
prepared,  especially  in  those  cases  in  which  there  has  been 
faeculent  vomiting.  In  all  such  I  advise  as  a  preliminary 
measure  that  the  stomach  should  be  washed  out  just  be- 
fore operating  with  a  20  per  cent  solution  of  salicylate  of  soda  ; 
by  adopting  this  precaution  the  patient  is  put  into  a  very 
much  better  position  for  after  treatment.  There  will  be  no 
vomiting,  and  the  absorption  of  the  deleterious  gases  and 
secretion  of  such  offensive  matter  as  are  in  the  stomach 
is  avoided.  The  rectum  should  also  be  washed  out  with 
enemata.  The  patient  should  be  fed  entirely  by  the  rectum, 
and  have  an  enema  of  beef  tea  and  brandy  administered  before 
being  placed  on  the  table,  and  be  placed  on  hot  water  cushions 
during  the  operation. 

I  have  here  a  few  diagrams  illustrating  different  forms  in 
which  obstruction  is  caused  by  bands  or  volvulus.     Some  of 
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these  I  have  adapted  from  Treves'  excellent  work  on  "  Intes- 
tinal Obstruction  "  ;  by  referring  to  them  I  hope  to  be  able 
more  clearly  to  describe  the  steps  of  the  different  operations. 

Choice  of  Ancesthetic. — In  chosing  an  anaesthetic  one  must 
be  guided  to  a  very  great  extent  by  the  condition  of  the 
patient ;  if  very  collapsed  possibly  ether  would  be  the  wiser, 
but  in  all  ordinary  cases  I  much  prefer  chloroform  adminis- 
tered by  Junker's  apparatus.  My  reasons  arc  that  by  this 
anaesthetic  there  is  much  less  venous  congestion,  which  is  a 
very  important  matter ;  further,  the  breathing  is  quieter  and 
more  regular;  there  is  not  that  jerking  respiration  which  is  so 
often  present  during  the  administration  of  ether,  which  is 
so  liable  to  harass  the  operator.  The  patient  should  be 
thoroughly  anaesthetised  so  as  to  have  complete  relaxation  of 
the  abdominal  muscles. 

An  incision  sufficiently  large  to  allow  three  fingers  to  be 
inserted  should  be  made  in  the  middle  line  between  the 
umbilicus  and  pubes ;  the  exploring  fingers  should  then  be 
inserted,  and  the  first  region  to  examine,  should  be  the 
caecum.  If  this  is  found  to  be  distended  it  will  be  a  sure 
indication  that  the  obstruction  we  are  seeking  \z  situated 
in  the  sigmoid  flexure;  if  empty  and  collapsed  then  the 
obstruction  must  be  looked  for  at  the  ileo-caecal  valve,  or 
higher  up  in  the  small  intestine. 

If  from  this  preliminary  examination  the  probable  situa- 
tion of  the  volvulus  or  constriction  is  settled,  no  time  should 
be  lost,  but  the  incision  should  be  enlarged  sufficiently  to 
allow  of  the  seat  of  twist  or  constriction  being  brought 
thoroughly  into  view.  And  here  let  me  point  out  the  value 
and  importance  of  having  an  assistant  or  nurse  told  off  en- 
tirely for  supplying  and  changing  soft  cloths  wrung  out  in 
warm  carbolized  water,  for  the  purpose  of  covering  the  dis- 
tended intestine  which  will  inevitably  escape  from  the  abdo- 
men ;  and  here  usually  among  the  first  coils  that  will  escape, 
in  the  case  of  volvulus,  on  account  of  the  greater  degree  of 
distension,  will  be  the  twisted  portion  of  bowel. 

In  recent   cases  which  are  seen   before  adhesions   have 
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taken  place  there  is  no  difficulty  in  untwisting  the  coil  and 
replacing  the  intestines  into  the  cavity  of  the  abdomen. 

When  adhesions  have  taken  place  and  it  is  found  difficult 
or  impossible  to  untwist  the  volvulus,  the  loop  should  be  at 
once  opened  and  the  contents  allowed  to  escape. 

It  will  usually  be  found  that  the  distension  is  not  due  so 
much  to  fsecal  contents,  as  to  the  secretion  of  gas,  and  let  me 
caution  you  against  merely  puncturing  the  distended  loop,  as 
the  intestine  is  from  the  excessive  distension  thoroughly  para- 
lysed, and  an  ordinary  puncture  which  in  a  healthy  intestine 
would  quickly  contract,  in  an  intestine  paralysed  would  re- 
main patent  and  be  the  source  of  leakage.  The  loop,  then,  if 
it  is  found  to  be  in  such  a  condition  that  there  would  be 
danger  in  endeavouring  to  untwist  it,  should  have  a  free 
incision  an  inch  long  made  in  it  on  its  convex  surface  and  in 
a  longitudinal  direction,  care  of  course  being  taken  that  the 
patient  is  laid  partially  on  his  side  and  the  opening  held  quite 
free  from  the  opening  into  the  peritoneal  cavity,  which  should 
be  protected  with  cloths,  &c.  It  will  be  found  that  through 
this  opening  not  only  will  the  constricted  loop  be  relieved  but 
also  a  considerable  portion  of  the  intestine  above  it.  This 
often  will  be  easily  emptied  by  gently  holding  loop  by  loop 
up  slightly  higher  than  the  opening,  when  its  contents  will  run 
out  by  gravitation.  When  the  bowel  is  pretty  well  emptied 
it  will  be  wise  to  wash  it  out  with  warm  salicylized  water. 
Senn  goes  so  far  as  to  say  that  he  believes  it  is  absolutely 
necessary  to  incise  the  bowel  in  every  instance  when  the  ab- 
domen is  opened  for  the  purpose  of  reducing  a  volvulus. 
Without  going  so  far  as  this  there  can  be  no  doubt  in  the 
majority  of  cases  when  the  volvulus  occurs  low  down  in  the 
ileum  or  in  the  sigmoid  flexure  such  a  proceeding  has  much 
to  recommend  it ;  moreover,  as  will  be  shown  later  on,  such 
an  opening  can  be  utilized  for  the  introduction  of  the  ap- 
proximation disc.  This  evacuation  of  the  bowel  moreover 
facilitates  the  reposition  of  the  intestines  into  the  abdomen — 
a  no  easy  matter  often — favours  the  return  of  peristaltic 
action,  and  prevents  fermentation  after  the  operation. 
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It  having  been  found  that  it  is  impossible  to  untwist  the 
volvulus  or  reduce  the  constricted  portion  of  bowel  so  as  to 
restore  its  continuity,  what  is  the  next  step  to  be  under- 
taken?    Here  the  same  plan  of  treatment  applies,  whether 


Fig.  I. 


Strangulation    of  gut  by  diverticulum  :    showing  position  of  plates  connecting 
the  constricted  loop  to  adjacent  portion  of  intestine. 

the  obstruction  is  the  result  either  of  a  volvulus  or  caused  by 
constricting  bands  or  diverticula.  As  will  be  seen  by  refer- 
ring to  the  diagrams,  intestinal  anastomosis  by  means  of  bone 
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plates  (Fig.  i)  should  be  established  between  the  portion  of 
bowel  above  the  constriction  and  that  below  it ;  by  this  means 
the  continuity  of  the  intestinal  canal  is  restored.  At  the 
same  time  it  will  be  as  well  to  establish  another  anastomosis 


Fig.  2. 
Volvulus  :  showing  bone  plates  in  position. 


between  the  most  prominent  portion  of  the  constricted  loop 
and  another  coil  of  intestine,  in  its  immediate  vicinity,  by 
this  means  a  permanent  fistula  is  established  between  the 
two,  so  that  if  any  of  the  contents  of  the  bowel  pass  by  the 
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first  anastomosis  into  the  loop  of  intestine,  it  will  pass  away 
into  another  portion  of  the  bowel  lower  down. 

In  the  case  of  constriction  caused  by  bands  or  diverticula 
the  same  rules  hold  good,  that  is  if  it  is  found  that  the  con- 
stricted portions  of  intestine  have  become  so  adherent  to  the 
band  as  for  it  to  be  dangerous  or  impossible  to  separate 
them,  then  intestinal  anastomosis  above  the  seat  of  constric- 
tion must  be  established  (Figs.  2  and  3). 


Fig.  3. 
Constriction  of  gut  by  band  ;  bone  plates  in  position. 


In  some  cases  when  the  patient  is  not  seen  until  extreme 
collapse  has  set  in,  a  small  incision  should  be  made  through 
the  parietes  and  a  loop  of  intestine  fastened  at  the  wound, 
and  a  drainage  tube  inserted  and  the  contents  drained  off 
slowly — the  patient  being  very  slightly  anaesthetised,  and 
stimulating  enemata  administered. 

In  the  case  of  gangrene  of  the  constricted  portion  of  the 
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intestine  it  may  be  necessary  to  perform  enterectomy  and 
remove  the  gangrenous  portion ;  and  here  again  the  value  of 
the  approximation  plates  are  demonstrated,  as  it  has  been 
hitherto  a  universal  rule  that  in  a  case  where  a  portion  of  the 
bowel  has  been  removed  an  artificial  anus  has  been  estab- 
lished ;  it  is  true  there  are  a  few  cases  where  surgeons  have 
united  the  divided  ends  by  a  double  row  of  Czerny-Lembert 
sutures,  but  the  results  were  so  disastrous  that  few  surgeons 
would  care  to  undertake  it;  moreover  the  length  of  time  taken 
in  performing  this  operation  upon  a  patient  already  in  a  state 
of  collapse  precludes  the  possibility  of  performing  it  in  most 
cases. 


Ileo-ileostomy ! 
invaginated. 


Fig.  4. 
showing    bone    plates    in    position  and    ends  of   intestine 


By  adopting  Senn's  method,  the  gangrenous  portion  of 
the  intestine  being  removed  and  all  bleeding  points  secured, 
the  intestine  should  be  emptied  of  its  contents  as  far  as 
possible,  and  indeed  it  would  be  wise  to  wash  it  out  with  sali- 
cylate of  soda  and  warm  water ;  this  being  done  the  divided 
ends  of  the  intestine  are  invaginated  into  themselves  and 
secured  by  a  few  stitches  of  either  chromicized  catgut  or  fine 
Chinese  silk — I  usually  use  the  former — and  adopt  the  con- 
tinuous suture  as  being  more  quickly  applied.     The  two  ends 
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of  the  intestine  are  then  applied  end  on  (Figs.  4  and  5).  This 
is  important  to  remember,  as  if  they  are  applied  otherwise 
there  would  be  a  distinct  angle  formed  (Fig.  6).  By  applying 
the  two  portions  end  on  the  even  passage  of  the  contents  is 


Fig.  5. 
Ileo-ileostomy  completed. 

not  interfered  with.  This  operation  can  be  readily  accom- 
plished in  from  thirty  minutes  to  an  hour,  the  act  of  inserting 
the  plates  and  forming  the  anastomoses  occupying  but  a  few 
minutes. 


Fig.  6. 
Ileo-ileostomy :  improperly  performed. 


An  opening  is  now  made  in  the  convex  surface  of  the 
intestine  about  three-quarters  of  an  inch  in  length  and  in 
a  longitudinal  direction.  The  bone  plate  which  I  now  show 
you  being  armed  with  four  long  threads,  the  lateral  ones  being 
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of  chromlcized  catgut  and  the  end  ones  of»  Chinese  silk,  is 
now  slipped  through  the  opening  into  the  intestine ;  the 
lateral  catgut  sutures  are  armed  with  fine  straight  needles  ; 
these  after  the  plate  is  introduced  into  the  bowel  are  passed 
through  all  the  coats  of  the  intestine  from  within  outwards, 
and  given  to  an  assistant  to  hold.  The  end  silk  threads  are 
brought  out  at  the  ends  of  the  wound  in  the  intestine  and  also 
given  to  an  assistant,  while  the  same  manoeuvre  is  carried  out 
on  the  other  portion  of  intestine,  and  the  bone  plate  fixed  in 
a  similar  manner.  An  assistant  then  holds  the  two  portions 
of  intestine  with  the  bone  plates  accurately  in  apposition,  while 
the  threads  are  being  tied,  and  here  it  is  important  to  re- 
member the  order  in  which  the  threads  must  be  tied.  The 
lower  lateral  threads  are  to  be  secured  first,  then  the  end 
threads,  and  finally  the  upper  lateral  ligatures. 

For  precaution  sake  it  may  be  advisable  to  introduce 
half-a-dozen  Lembert  sutures  around  the  plates,  but  this  is 
not  necessary. 

Senn  recommends  before  the  plates  are  fixed  that  the 
peritoneum  should  be  scarified,  he  claims  for  this,  that  lymph 
is  more  quickly  poured  out,  and  firmer  and  quicker  adhesion 
takes  place.  I  have  not  hitherto  adopted  this  course  in  the 
cases  that  have  come  under  my  notice,  neither  do  I  think  it 
necessary. 

There  is  one  point  that  I  should  advise  to  be  adopted,  and 
that  is,  after  the  incision  has  been  made  in  the  intestine,  the 
mucous  membrane  should  be  stitched  to  the  peritoneal  sur- 
face by  a  continuous  catgut  suture.  This  will  prevent  prolapse 
of  the  mucous  membrane  through  the  wound,  and  also  prevent 
the  possibility  of  the  wound  closing,  as  happened  in  a  case  of 
gastro-enterostomy  performed  by  Mr.  Stansfield,  of  Birken- 
head. The  case  I  refer  to  was  one  of  gastro-enterostomy  for 
pyloric  carcinoma.  The  patient  made  a  good  recovery  and 
all  went  well  for  two  months,  when  the  temperature  suddenly 
rose  and  all  the  old  pains  and  symptoms  recurred,  and  the 
patient  died  four  months  after  the  operation.  At  the  post- 
mortem the  intestine  and  stomach  were  firmly  adherent,  but 
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on  opening  the  stomach  the  only  sign  of  the  operation  was 
the  silk  sutures,  which  were  hanging  where  the  wound  had 
been.  This  was  perfectly  and  firmly  closed.  It  is  then  to 
prevent  such  a  catastrophe  as  this  that  I  in  future  shall 
always  suture  the  mucous  membrane  to  the  serous  before 
introducing  the  bone  plates,  and  use  chromicised  catgut  suture 
for  passing  through  the  bowel. 

The  reason  for  my  advocating  chromicized  catgut  for  the 
ligatures  that  pass  through  the  intestine  is  that  in  three  cases 
that  have  died  at  different  periods  after  gastro-enterostomy  per- 
formed with  silk  sutures — one  of  my  own  and  two  of  other 
surgeons,  the  bone  plates  have  been  absorbed  and  the  silk  su- 
tures were  dangling  on  the  wound,  thus  forming  a  most  dan- 
gerous nucleus  for  catching  any  substance  that  may  be  passing 
and  thereby  causing  obstruction.  Chromicized  catgut  was  used 
by  me  in  all  my  experiments,  and  notwithstanding  the  diges- 
tive powers  of  animals  are  far  higher  than  man,  they  always 
lasted  long  enough  to  allow  of  firm  adhesion  taking  place. 

After  evacuating  the  strangulated  loop,  should  it  be  found 
to  be  unnecessary  to  connect  it  with  another  coil  of  intestine 
as  above  referred  to,  the  opening  should  be  closed  by  a  double 
row  of  Lembert  sutures. 

In  some  cases  where  gangrene  is  limited  to  a  small  area  it 
may  be  unnecessary  to  remove  the  whole  loop  of  intestine  ;  in 
such  a  case  the  serous  membrane  may  be  stretched  over  the 
gangrenous  spot,  which  will  then  slough  out  and  be  dis- 
charged into  the  intestine,  for  it  must  be  remembered  that  the 
circulation  through  the  constricted  portion  of  bowel  will 
return  so  soon  as  the  distension  is  relieved  and  the  obstruction 
to  the  passage  of  the  contents  of  the  bowel  is  removed  by  the 
formation  of  intestinal  anastomoses  above  and  below  the 
constriction. 

In  the  early  part  of  this  paper  I  pointed  out  that  the  chief 
causes  of  the  obstruction,  we  are  considering,  were  the  result 
on  the  one  hand,  of  constricting  bands  or  diverticula,  and  on 
the  other,  from  volvulus  the  result  possibly  of  an  elongated 
mesentery. 
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It  will  be  evident,  then,  when  called  upon  to  operate  in  any- 
such  cases  it  will  be  our  duty,  not  only,  to  do  our  utmost  to 
rescue  our  patient  from  his  present  perilous  position,  but  like- 
wise as  far  as  possible  to  prevent  the  recurrence  of  them 
in  the  future. 

To  accomplish  this  it  will  be  necessary  in  the  case  of 
obstruction  caused  by  constricting  bands,  to  remove  these  by 
simply  passing  a  ligature  around  them  at  either  end,  and 
snipping  them  through  with  scissors — that  is,  of  course,  if 
they  are  not  so  firmly  adherent  to  the  loop  of  intestine  as  to 
prevent  our  doing  so. 

In  the  case  of  diverticula  a  little  more  caution  is  required, 
as  these  will  in  many  cases  be  found  to  have  an  opening  into 
the  intestine,  and  if  they  were  simply  ligatured  there  may  be 
a  fear  of  future  trouble  from  leakage.  In  this  instance  there- 
fore the  diverticula  should  be  cut  across  and  removed,  then 
the  peritoneum  over  the  divided  stump  should  be  stitched 
over  by  a  Lembert  suture,  and  if  there  is  a  sufficiently  large 
opening  the  end  should  be  invaginated  and  fixed  in  position 
by  a  Lembert  suture. 

In  the  case  of  volvulus,  should  the  mesentery  be  found  to 
be  abnormally  long  after  the  reduction  of  the  volvulus  it 
should  be  shortened,  and  this  is  easily  accomplished  by 
folding  it  over  on  itself  parallel  with  the  bowel,  as  suggested 
by  Senn,  and  fixing  the  apex  to  the  root  of  the  mesentery  by 
a  few  sutures.  By  this  simple  manoeuvre  all  future  fear  of 
trouble  from  this  cause  may  be  avoided. 

Conclusions. 

The  conclusions,  then,  that  I  have  arrived  at  from  my  ex- 
perience are  as  follows  : — 

1.  Obstruction  of  the  intestines,  the  result  of  constricting 
bands  or  volvulus,  are  always  met  with  either  in  the  small 
intestine  or  the  sigmoid  flexure. 

2.  The  most  common  cause  of  bands  are  old  peritonitis, 
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local  or  general.    Meckel's  or  other  diverticula  may  be  the 
cause  of  constrictions  of  the  bowel  by  snaring  or  twisting. 

3.  The  predisposing  causes  of  volvulus  consist  in  elonga- 
tion of  certain  segments  of  the  intestine,  abnormal  length  of 
the  mesentery,  adhesions,  or  unequal  peristaltic  action. 

4.  The  higher  in  the  intestine  the  obstruction  the  more 
severe  usually  are  the  symptoms. 

5.  All  cases  of  obstruction  should  be  treated  by  early 
abdominal  section,  and  if  possible  reduction  of  the  constricted 
portion  of  the  intestine  by  dividing  constricting  bands  or 
untwisting  a  volvulus ;  that  is,  if  the  gentle  insufflation  of 
hydrogen  gas  per  rectum  fails  to  effect  reduction. 

6.  In  all  cases  where  the  intestine  is  very  distended  it 
should  be  freely  incised  and  its  contents  evacuated. 

7.  In  all  cases  in  which  the  constriction  is  irreducible, 
lateral  anastomoses  by  approximation  discs  should  be  practised 
so  as  to  exclude  permanently  the  seat  of  obstruction  from 
active  faecal  circulation. 

8.  In  cases  where  gangrene  has  taken  place  in  the  loop  of 
constricted  intestine,  it  should  be  excised,  and  the  portion 
of  intestine  above  and  below  the  seat  of  constriction  should 
be  united  by  lateral  anastomoses  by  approximation  plates, 
the  divided  ends  being  invaginated  into  themselves. 

9.  All  bands  and  diverticula  should  be  removed  when 
practicable  at  the  time  of  the  operation ;  in  the  case  of 
volvulus,  if  the  mesentery  is  abnormally  long  it  should  be 
shortened. 

10.  That  enterostomy,  or  the  formation  of  an  artificial 
anus,  should  never  be  performed  unless  it  is  found  to  be  ab- 
solutely impracticable  to  re-establish  the  continuity  of  the 
intestinal  canal  by  enterorrhaphy,  or  by  means  of  lateral  ap- 
position as  described,  on  account  of  the  collapsed  condition 
of  the  patient  or  other  cause. 

Gentlemen,  I  have  already,  I  am  afraid,  far  exceeded  the 
time  usually  allowed  for  reading  papers,  and  still  there  is 
much  I  should  like  to  have  said.  Allow  me  to  express  my 
regret  that  through  unavoidable  circumstances  I  am  prevented 
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being  with  you  this  evening,  and  I  especially  wish  to  thank 
my  friend,  Dr.  R.  T.  Smith,  for  so  kindly  reading  my  paper 
for  me.  For  the  diagrams  accompanying  this  paper  I  am 
indebted  to  Mr.  C.  Heaton,  House  Surgeon  to  the  Cancer 
Hospital. 

The  Society  then  adjourned. 
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On  the  Correlations  of  the  Sexual  Functions  and  Mental  Dis- 
orders of  Women.  By  ROBERT  BARNES,  M.D.,  F.R.C.P., 
Consulting  Physician  to  St.  George's  Hospital,  &c. 

The  correlations  of  the  sexual  functions  and  nervous 
phenomena  in  the  female  are  too  common  and  too  striking 
not  to  have  attracted  attention  at  all  times  ;  but  it  may  be 
confidently  affirmed  that  it  is  only  within  quite  recent  years 
that  we  have  had  adequate  knowledge  to  enable  us  to  discuss 
the  problems  arising  out  of  these  relations,  with  scientific 
precision.  Gynaecology  and  our  knowledge  of  the  anatomy 
and  physiology  of  the  nervous  system  have  advanced,  if  not 
pari  passu ^  at  any  rate  concurrently,  so  that  nov/  we  have  the 
clearer  and  reciprocal  light  shed  by  better  knowledge  of  the 
two  main  factors  to  aid  in  our  researches. 

It  may  be  stated  in  limine  that  the  association  of  nervous 
disorders  with  disease  or  disordered  functions  of  the  sexual 
organs  is  extremely  frequent ;  and  that  if  this  association  is  not 
more  frequently  recognised  by  gynaecological  and  psychological 
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specialists,  it  is  because  tWe  perceptive  faculties  of  the  special- 
ist are  too  often  blind  to  objects  outside  the  immediate  range 
of  his  research. 

When  a  case  of  nervous  disorder  complicated  with  dis- 
order of  the  sexual  system  comes  before  us,  three  questions 
arise:  i.  Did  the  sexual  disorder  declare  itself  first?  2.  Did 
the  nervous  disorder  declare  itself  first?  3.  What  are  the 
mutual  reactions  of  these  two  disorders  ?  And  if  we  trace 
antecedence  of  the  sexual  disorder,  can  the  nervous  disorder 
be  traced  to  the  sexual  as  a  cause  or  vice  versd  ? 

Then  another  question,  one  that  has  to  be  considered  in 
every  case  of  insanity,  arises  :  Is  there  a  predisposing  cause, 
as  heredity  ?  It  is  a  gross  error  to  assume  that  heredity  is  a 
necessary  factor  ;  and  even  admitting  that  it  is,  the  true 
clinical  physician  will  not  the  less  reflect  that  this  or  other 
predisposing  cause  might  have  remained  latent  or  unknown 
until  worked  upon  by  the  immediate  or  evoking  cause.  Or, 
excluding  heredity,  are  we  driven  to  the  alternative  pro- 
visional conclusion  that  the  complication  is  simply  an  acci- 
dental association  ?  It  must  be  granted  that  no  satisfactory 
solution  can  be  attained  without  bringing  to  the  inquiry 
thorough  all-round  diagnostic  skill.  Even  if  not  directly 
causative,  serious  sexual  disorder  cannot  fail  to  be  an  aggra- 
vating factor  of  the  nervous  disorder. 

This  argument  ought  not  to  need  enforcing  at  the  present 
day.  Before  the  recent  advances  of  gynaecology,  women,  sane 
and  insane,  had  to  suffer  from  ills  now  known  to  be  curable. 
In  studying  the  correlations  of  mental  and  sexual  phenomena 
we  are  at  once  struck  by  the  double  light  thrown  upon  the 
problem  by  the  application  of  surgery.  The  immediate 
design  of  surgery  is  the  relief  of  suffering.  In  this  it  may  or 
may  not  be  successful.  But  one  good  result  is  sure  to  be 
attained,  that  is,  an  increase  in  knowledge.  It  is  not  my 
intention  to  dwell  upon  what  surgery  has  achieved  in  tracking 
home  and  laying  bare  to  the  eye  the  precise  seat  and  nature 
of  many  diseases  of  the  brain  and  spinal  cord,  heretofore 
dimly  diagnosed    through    the   fallacious    interpretation   of 
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symptoms.  The  work  of  Ferrier,  Horsley,  McEwen,  and 
others  has  opened  new  and  fertile  ground.  We  find  not  less 
remarkable  results  achieved  in  the  field  of  gynaecology. 
Gynaecology  is  largely  surgical,  and  the  true  solution  of  its 
most  important  problems  is  revealed  by  direct  appeal  to 
surgery.  Not  to  extend  this  argument  we  may  simply  state 
that  the  surgery  of  the  brain  and  spinal  cord,  and  of  the 
abdominal  and  pelvic  cavities,  is  at  once  experimental  and 
therapeutical.  It  is  vivisection  of  the  noblest  kind.  It 
teaches  physiology,  the  rational  basis  of  the  healing  art ;  it 
demonstrates  pathology  at  the  same  time  that  it  heals.  The 
surgeon  learns,  the  subject  gains  life  and  health.  And  here 
it  is  surely  right  to  ask  :  Has  this  enlightening  and  beneficent 
surgery  been  fairly  applied  to  the  study  of  the  physiology  and 
pathology  of  woman,  or  to  the  relief  of  women  secluded  in 
lunatic  asylums  ? 

Influence  of  Normal  Menstruation  in  Healthy  Subjects. — 
Observation  of  this  influence  is  a  necessary  introduction  to 
the  study  of  the  influence  of  disorders  of  function.  It  need 
not  detain  us  long.  There  lie  at  the  root  of  this  inquiry 
important  physiological  facts.  When  puberty  sets  in  there 
is  a  rapid,  almost  sudden,  evolution  of  new  tissue,  especially 
marked  in  the  pelvic  organs  and  in  the  breasts.  Concur- 
rently, or  consequentially,  there  is  marked  extension  of  local, 
and  perhaps  of  general,  areas  of  the  vascular  and  nervous 
systems.  Bearing  upon  this  is  the  anatomical  difference  of  the 
two  ends  of  the  spinal  cord  ;  the  pelvic  region  has  a  superior 
development  in  females,  the  thoracic  in  males.  This  evolu- 
tion evokes  corresponding  activity  or  energy  of  these  systems. 
The  heart  acquires  more  power,  and  if  we  might,  as  I  believe 
we  may,  apply  the  deductive  argument  from  the  analogy 
between  gestation  and  menstruation  we  should  infer  that  the 
heart  gains  in  substance.  We  have  direct  evidence  of  the 
increase  of  vascular  lesion  during  menstruation  from  the 
sphygmograph.  This  has  been  specially  studied  by  Dr. 
Fancourt  Barnes  partly  under  my  observation.  The  increase 
of  nervous  tension  is  familiar  to  everyone.    Coincident  with 
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this  physical  evolution  there  is  a  characteristic  mental  evolu- 
tion that  marks  the  transition  from  girlhood  to  womanhood. 
This  transition  is  often  the  first  trial  of  mental  and  bodily 
soundness.  Under  this  great  physiological  test  not  a  few 
break  down.  But  unless  there  be  an  hereditary  fault  the  test 
is  borne.  Then  come  the  recurrent  menstrual  trials.  The 
mutual  reaction  culminates  in  health.  The  system  adapts 
itself  to  the  natural  impulse,  and  due  equilibrium  is  estab- 
lished. The  appearance  of  the  first  menstruation  after  labour 
has  often  been  the  signal  of  an  attack  of  insanity.  This  was 
pointed  out  to  me  by  Baillarger  at  the  Salpetriere.  I  have 
verified  the  relation  by  subsequent  observation. 

The  epoch  of  severest  trial  is  the  climacteric  or  meno- 
pause. Arrived  at  this  epoch,  the  subject  has  been  tried 
in  many  ways,  she  may  be  less  able  to  resist  the  more  or 
less  abrupt  cessation  of  a  periodical  motor  and  governing 
function.  Few  women  probably  go  through  the  reproductive 
era  without  some  nervous  trouble.  They  labour  under  pain- 
ful dangerous  tension,  often  concealing  their  distress,  but 
sometimes  on  the  verge  of  breaking  down. 

In  this  association  may  be  noted  the  influence  of  betrothal 
and  marriage.  Not  a  few  cases  are  known  of  insanity  break- 
ing out  in  young  women  soon  after  marriage.  Moral  and 
personal  feelings  may  be  concerned,  but  very  often  probably 
the  overthrow  may  be  accounted  for  by  the  sudden  dis- 
turbance of  the  ordinary  work  of  the  ovario-uterine  system. 
Severe  haemorrhage  attesting  some  degree  of  violence  is  a 
complicating  cause.  Savage  calls  attention  to  mental  dis- 
orders developed  on  betrothal.  Tilt^  emphasises  the  danger 
attending  marriage  at  the  climacteric,  and  relates  the  history 
of  an  intelligent  woman  who  married  at  fifty.  On  the  wed- 
ding night  she  had  sudden  uterine  pains  followed  by  flooding. 
She  became  bent  on  suicide,  and  melancholic.  When  men- 
struation ceased  she  got  well. 

When   considering  the   trials  of  ordinary   menstruation. 
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we  must  not  forget  that  this  is  a  phase  of  the  reproductive 
function,  a  preparation  for  pregnancy.  Although  multitudes 
of  women  go  through  this  period  of  life  unscathed,  without 
ever  having  conceived,  or  even  without  sexual  relations,  it 
is  certain  that  to  be  cut  off  from  this  part  of  woman's  life 
often  entails  the  severest  strain.  Under  the  stress  of  a  func- 
tion unfulfilled,  not  a  few  break  down,  morally  or  mentally. 
The  physical  and  mental  disappointments  react  injuriously 
upon  each  other. 

So,  when  an  interfering  or  complicating  factor  intervenes, 
as  neurotic  diathesis  or  disordered  action  of  the  sexual  organs, 
the  equilibrium  is  lost,  and  nervous  disease  may  be  provoked. 
So  strong  is  the  passion  to  fulfil  the  functions  of  womanhood, 
that  in  spite  of  the  most  authoritative  warnings  of  the  doctor, 
some  women  so  deformed  that  childbearing  can  only  be  en- 
countered at  the  imminent  risk  of  life,  wilfully  and  recklessly 
run  the  risk. 

We  may  first  point  out  the  influences  of  disordered  func- 
tions of  the  sexual  organs  not  depending  upon  serious  organic 
change.  One  of  the  most  obvious  of  these  is  what  is  best 
described  as  dysmenorrhcea  from  obstruction  that  is  caused 
by  mechanical  impediment  to  the  natural  flow  of  the  menses. 
Stenosis  or  contraction  of  the  os  externum  uteri  is  the  most 
obvious  impediment.  With  or  without  this,  may  exist  acute 
flexion  of  the  neck  of  the  uterus.  When  this  condition  exists 
the  normal  hypersemia  of  menstruation  culminates  in  intense 
congestion.  Hypersemia  often  entails  hyperplasia.  Acute 
pains  due  to  tension  of  the  swollen  tissues  and  spasmodic 
contraction  follow ;  and  the  sympathetic  and  reflected  action 
upon  the  ganglionic,  spinal  and  cerebral  centres  is  often 
greater  than  can  be  borne. 

With  or  without  dysmenorrhcea,  another  trying  condition 
is  menorrhagia.  The  loss  of  blood  entails  alteration  in  the 
quality  of  the  blood.  The  nervous  centres  are  ill-nourished, 
and  therefore  prone  to  morbid  action. 

It  is  important  to  form  a  definite  and  rational  idea  of  the 
terms — hysteria  and  neurosis.     Too  often  they  are  mere  words 
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used  to  conceal  ignorance.  This  is  an  asylum  ignorantics 
which  ought  to  be  closed.  Hysteria  is  not  an  independent 
entity.  It  is  a  symptom.  If  we  cannot  trace  the  symptom 
and  its  cause,  commonly  underlying  disorder  of  the  sexual 
system,  the  rational  course  is  to  infer  that  our  skill  is  defi- 
cient, and  not  to  bow  down  before  an  idol  of  the  imagination. 
This  is  certain,  that  in  many  cases  hysteria  is  the  forerunner 
of  insanity.  This  also  is  certain  as  the  result  of  large  clinical 
experience,  that  hysteria  is  cured  by  removing  the  causes  of 
dysmenorrhoea.  My  case-books  teem  with  cases  of  syncope, 
loss  of  memory,  epilepsy,  perversion  of  senses,  hallucinations, 
associated  with  dysmenorrhoea,  many  of  which  were  relieved 
or  cured  by  removing  the  cause  of  the  dysmenorrhoea,^  The 
study  of  the  influence  of  diseased  ovaries  opens  another  field 
of  inquiry.  Negrier  affirmed  that  the  influence  of  the  ovaries 
and  the  activity  of  their  function  is  in  direct  proportion  to 
their  volume.  This  is  difficult  to  prove.  But  when  we  pass 
to  diseased  ovaries  we  are  on  more  certain  ground.  Marked 
increase  of  size  is  presumptive  evidence  of  disease.  Negrier 
relates  a  remarkable  case  of  mutilation  and  suicide  at  the 
last  day  of  menstruation  in  which  the  ovaries  were  much 
above  the  normal  size. 

There  may  be  an  acquired  neurotic  diathesis,  the  relic  of 
disease  in  childhood,  as  chorea.  In  my  Lumleian  Lectures 
I  specially  illustrated  this  point,  adducing  cases  of  malarious 
infection,  from  which  the  subjects  had  apparently  recovered. 
When  menstruation  or  pregnancy  supervened  the  latent  dis- 
ease was  evoked,  and  ague  fits  recurred.  I  have  noted  similar 
examples  in  which  epilepsy  and  chorea,  apparently  cured, 
returned  under  the  stress  of  menstruation  or  pregnancy. 

The  connection  between  amenorrhcea,  chloro-anaemia  and 
nervous  disorders  are  deserving  of  careful  study.  Trousseau 
said  that  chlorosis  was  essentially  a  nervous  disease.  A  lady 
seen  by  me  recently  has  never  menstruated  since  the  func- 

'  This  subject  is  discussed  with  some  fulness  in  my  Lumleian 
Lectures  on  the  Convulsive  Diseases  of  Women  before  the  Royal  Col- 
lege of  Physicians,  1874. 
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tion  was  arrested  by  the  earthquake  on  the  Riviera.  Cer- 
tainly in  some  cases  nervous  disturbances  have  preceded  the 
chlorosis.  More  frequently  ansemia  with  amenorrhoea  is  the 
antecedent  condition.  The  arrested  function  is  commonly 
associated  with  disorder  or  perversion  of  the  intestines  or 
haemogenetic  functions.  And  this  cannot  last  long  without 
entailing  weakness  or  perversion  of  the  nervous  functions. 
The  word  anaemia  conveys  a  very  imperfect  idea  of  the  state 
of  the  blood.  Toxaemia  with  spanaemia  would  express  the 
state  more  nearly.  The  blood  becomes  not  only  deficient  in 
red  globules,  but  it  becomes  contaminated  by  the  absorption 
and  retention  of  matters  that  ought  to  be  excreted.  One 
form  of  contamination  is  obvious  :  this  is  the  absorption  of 
faecal  matter,  the  result  of  long  retention  in  the  lower  bowel. 
To  this  kind  of  empoisonment  I  have  given  the  name  "  Co- 
praemia."  Other  poisons,  whether  directly  absorbed,  or  the 
result  of  interactions  in  the  circulation,  in  all  probability  arise, 
although  they  escape  clinical  and  chemical  analysis. 

The  complication  of  insanity  with  obstinate  constipation 
is  frequent.  It  demands  vigilant  and  effective  treatment.  I 
exhibited  to  the  British  Gynaecological  Society  the  pelvis  of 
a  young  woman  who  died  in  an  asylum.  I  was  in  search  of 
a  subject  to  demonstrate  the  normal  relations  and  dynamics 
of  the  uterus ;  but  I  found  the  pelvis  occupied  by  the  caecum 
enormously  enlarged.  This  organ  was  loaded  with  hard  faeces, 
the  accumulation  probably  of  months.  Thus  there  was  not  only 
copraemia,  but  direct  pressure  upon  the  pelvic  structures  and 
nerves.  Due  attention  to  the  bowels  might  have  obviated  all 
this.  Bearing  upon  this  is  a  note  from  Dr.  Alexander  New- 
ington  : — "  I  have  a  series  of  five  cases  of  acute  mania  in 
women  almost  immediately  relieved,  in  fact  cured,  by  clearing 
out  the  bowel  by  means  of  oil  and  the  long  tube.  In  these 
collections  in  the  transverse  colon  the  bowels  acted  with 
medicine,  but  were  never  properly  cleared." 

We  are  all  familiar  with  the  strange  aberrations  of  appetite, 
the  senseless  eccentricities  of  manner  and  other  morbid  phe- 
nomena, which  often  attend  this   condition.     I  refer  to  the 
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subject  here  in  order  to  emphasise  the  truth  that  similar  con- 
ditions often  complicate  the  mental  disorders  of  patients  con- 
fined in  lunatic  asylums,  and  to  point  out  the  duty  of  treating 
them,  whatever  our  opinion  may  be  as  to  their  primary  or 
secondary  relations  to  the  insanity. 

If  we  pass  to  the  neuroses  that  attend  morbid  conditions 
of  the  uterus  and  ovaries  we  get  even  more  striking  evidence 
of  causation.  A  frequent  state  is  displacement  of  these 
organs,  not  necessarily  diseased  in  tissue.  The  most  common 
is  retroflexion  or  retroversion,  with  or  without  prolapsus  of 
the  uterus.  These  can  hardly  exist  without  entailing  some 
disorder  of  menstruation,  and  this  is  enough  to  disturb  the 
nervous  equilibrium.  But  in  addition  to  this,  the  displaced 
organ  presses  upon  other  organs,  as  the  bowel  and  bladder, 
impeding  their  functions,  and  especially  it  presses  upon  the 
sacral  plexus,  and  so  causes  constant  irritation  of  the  lower 
segment  of  the  spinal  cord,  a  part  of  the  nervous  system  as 
we  have  seen,  more  highly  organised  than  it  is  in  the  male. 
So-called  sympathetic,  reflex,  or  diastaltic  phenomena  are 
frequent.  In  not  a  few  instances  these  minor  nervous  dis- 
orders culminate  in  melancholia  and  mania.  I  have  the 
histories  of  cases  in  which  the  subjects  had  been  insane  for 
long  periods,  with  no  sign  of  amendment  until  they  came 
under  my  care.  I  discovered  pronounced  retroflexion  with 
hyperplasia  of  the  uterus.  This  being  corrected  by  surgical 
treatment  rapid  recovery  ensued.  In  one  most  striking  case 
the  subject  returned  to  her  home,  bore  twins,  and  has  since 
been  in  perfect  physical  and  mental  health.  Dr.  Benington 
brought  before  the  British  Gynaecological  Society*  a  case 
equally  remarkable.  Dr.  C.  E.  Louis  Mayer^  in  a  memoir  on 
the  relations  of  the  morbid  conditions  to  the  sexual  organs 
and  psychoses,  relates  some  instructive  cases.  Schroeder  van 
der  Kolk  relates  the  case  of  a  profoundly  melancholic  woman 
who  suffered  from  prolapsus  uteri,  in  whom  the  melancholia 

^  British  Gynacological  Journal^  February,  1890. 
'  Verhandluns[en  der  Gesellschaft  fur  Geburtsh.^  1869. 
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used  to  disappear  directly  the  uterus  was  restored.  Fleming 
mentions  two  similar  cases  in  which  the  melancholia  was 
cured  by  the  use  of  a  pessary,  in  one  of  them  returning  when- 
ever the  pessary  was  removed.  "  In  one  instance,"  says 
Maudsley,  "  I  saw  severe  melancholia  of  two  years'  duration 
disappear  after  the  cure  of  prolapsus  uteri."  This  case  was, 
I  think,  treated  by  me.  Dr.  Arbuckle,  of  the  West  Riding 
Asylum,  communicated  to  me  (1882)  a  most  interesting  case 
of  inversion  of  the  uterus  which  he  reduced  after  my  method, 
after  many  attempts  by  other  plans  had  failed.  The  inversion 
had  lasted  a  year.  She  was  very  anaemic,  emaciated,  with 
mind  enfeebled.  She  got  perfectly  well  after  the  restoration 
of  the  uterus.  It  is  probable  that  inversion  of  the  uterus 
entails  pressure  upon  the  ovaries  and  disturbance  of  their 
function.  Griesinger  says  he  has  observed  very  successful 
cases  of  recovery  from  hysterical  insanity  by  means  of  local 
treatment  of  the  genital  organs  after  all  other  means  had 
failed. 

Similar  examples  of  nervous  disorder  have  been  observed 
in  connection  with  displacement  of  the  ovaries.  Occasionally 
one  ovary  sinks  down  in  Douglas'  pouch,  getting  below  the 
level  of  the  uterus.  Severe  nervous  symptoms  follow,  and 
have  been  relieved  by  maintaining  the  ovary  in  its  proper 
place,  or  by  removing  it.  Trouble  is  especially  liable  to  occur 
when  the  ovary  is  enlarged  to  the  size  of  an  orange  or  even 
less.  In  such  a  case  removal  by  operation  is  clearly  indi- 
cated. 

The  influence  of  disease  of  the  ovaries  is  not  less  remark- 
able. Physiology  points  to  the  ovary  as  the  ruling  organ  in 
woman,  "  Propter  ovaria  mulier  est  quod  est."  Accordingly 
we  might  expect  that  the  disease  of  this  organ  would  cause 
most  disturbance  of  the  nervous  system.  Evidence  bearing 
upon  this  conjecture  has  been  growing  of  late  years ;  but  it 
has  long  been  foreshadowed.     Thus  Icard^  relates  that  Pro- 
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fessor  Coste  had  brought  together  in  the  Musee  de  France 
a  fine  collection  of  uteruses  and  ovaries  taken  from  women  of 
all  ages  who  had  committed  suicide  during  menstruation.  I 
wrote  to  Dr.  Auvard  asking  him  to  examine  this  collection. 
He  kindly  did  so.  His  report  is  that  the  specimens  are  all 
scattered  and  destroyed.  Thus  has  a  brilliant  prescient  idea 
aborted.     But  the  example  remains  for  imitation. 

The  following  history  is  doubly  instructive  :  Boyer  relates 
the  case  of  a  lady  who,  during  her  first  pregnancy,  became 
insane.  Ten  years  later  the  mental  alienation  having  re- 
turned it  was  concluded  that  she  was  pregnant.  Boyer 
removed  a  polypus  from  the  uterus,  and  she  quickly  re- 
covered. This  is  an  illustration  amongst  many  of  the  ana- 
logies between  ordinary  gestation  and  the  carrying  an 
intra-uterine  tumour. 

I  have  adverted  to  the  light  that  exploratory  and  thera- 
peutical surgery  throws  upon  the  healthy  and  morbid  action 
of  the  ovaries  and  uterus.  The  subjective  and  objective 
signs  revealed  by  the  ordinary  methods  of  clinical  observa- 
tion teach  us  much.  But  how  infinitely  more  precise  our 
knowledge  becomes  when  the  opportunity  is  afforded  of 
studying  the  condition  of  the  economy  when  these  organs 
are  taken  away.  Of  course  we  know  that  removing  the 
organs  of  reproduction  entails  sterility  ;  but  this  is  not  all. 
What  is  the  effect  upon  the  organism  as  a  whole,  or  upon  the 
nervous  system  in  particular  ?  One  factor  in  the  question  is 
the  immediate  influence  of  the  operation  itself  Severe  in- 
juries, starvation,  shock  of  great  catastrophes,  sun-stroke, 
have  been  followed  by  insanity.  Surgical  operations,  other 
than  those  with  which  we  are  now  concerned,  are  occasionally 
followed  by  insanity.  The  shock  of  labour  may  be  enough 
to  overturn  the  nervous  equilibrium.  Temporary  delirium, 
hallucinations,  violence  to  self  or  child,  in  some  cases  passing 
into  mania,  are  evidence  of  this.  No  doubt  there  are  other 
factors  ;  simple  shock  can  hardly  be. 

Knowing  this,  we   have   to   inquire  whether  abdominal 
surgery,  involving  the  removal  of  the  ovaries  and  uterus,  is 
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especially  causative  of  insanity.  If  it  be  shown  that  insanity 
follows  these  operations  in  a  sensibly  larger  proportion  than 
it  does  in  consequence  of  other  operations,  then  a  reasonable 
presumption  arises  that  it  is  the  deprivation  of  the  uterus 
and  ovaries,  and  not  the  mere  surgical  operation  which  leads 
to  the  insanity.  The  facts  actually  acquired  strongly  support 
this  proposition.  A  point  to  bear  in  mind  is,  that  the  effect 
of  shock  is  likely  to  be  immediate,  whilst  privation  of  the 
uterus  and  ovaries  may  not  be  felt  until  after  a  marked  lapse 
of  time. 

This  proposition  established,  do  we  not  see  in  it  proof 
that  these  organs  exercise  a  motor  and  governing  power 
over  the  nervous  centres  ?  We  have  long  been  familiar  with 
the  effect  of  castration  upon  the  male  economy.  The  eunuch 
retains  the  voice  of  the  boy,  the  essentially  virile  attributes 
are  not  developed.  Does  history  record  an  undoubted 
example  of  a  great  discovery  or  a  great  invention  made  by 
a  eunuch?  It  would  be  interesting  to  learn  the  relative 
prevalence  of  insanity  amongst  entire  and  castrated  Orientals. 
The  application  of  this  to  our  argument  is  obvious.  To 
unsex  a  woman  is  surely  to  maim  or  affect  injuriously  the 
integrity  of  her  nervous  system.  Observations  of  the  effect 
of  castration  and  spaying  animals  might  throw  some  light 
upon  this  question.  Appeal  may  be  made  to  the  experience 
of  veterinary  surgery  to  help. 

M.  Barthelmy  {^Jeurnal  de  Medecine  V^teriiiaire)  says  that 
oestrum  or  rut  can  occur  in  pigs  after  complete  removal  of  the 
ovaries. 

I  have  no  opportunity  to  make  anything  approaching  to 
an  exhaustive  summary  of  cases,  but  the  following  facts  are 
instructive: — Sir  Spencer  Wells  writes  (June,  1890)  to  me: 
"  Twice  during  convalescence  after  ovariotomy  I  have  seen 
acute  maniacal  attacks,  but  both  patients  were  of  lunatic 
families In  some  cases  where  double  oophorec- 
tomy has  been  performed  without,  as  I  think,  sufficient  reason, 
I  have  seen  patients  almost  melancholic  at  their  mutilated 
condition  and  sterility."    Dr.  Savage,  of  Birmingham,  informs 
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me  (July,  1890)  that  he  has  removed  the  appendages  on  both 
sides  in  483  cases  ;  of  these  26  died  after  the  operation,  4 
aged  respectively  twenty-five,  twenty-five,  and  thirty,  became 
insane  and  recovered ;  one,  aged  thirty-eight,  committed 
suicide  about  six  months  after  the  operation.  Dr.  Thomas 
Keith  writes  (May,  1890) :  "  So  far  as  my  limited  experience 
goes  I  would  say  that  the  removal  of  the  ovaries  for  disease 
has  not  been  in  any  case  followed  by  any  disturbance  in  the 
mental  conditions,  nor  have  I  seen  any  change  after  the 
removal  of  the  ovaries  for  checking  the  growth  of  bleeding 
fibroids  ;  but  after  hysterectomy  and  removal  of  both  ovaries 
the  effect  has  been  decided,  and  I  cannot  consider  the  results 
accidental.  Of  sixty-four  hysterectomies  (supra-vaginal  or 
complete  removal  of  entire  uterus)  there  have  been  six  cases 
of  insanity — three  acute  and  three  chronic  cases.  In  one  of 
the  acute  cases,  the  patient,  a  hospital  nurse,  had  been  in 
Morningside  Asylum  with  an  attack  of  acute  mania.  Two  of 
the  acute  cases  died  after  operation,  the  other  four  are  alive 
but  none  of  them  well." 

Lawson  Tait,  referring  to  Keith's  statement  cited  above 
says  :  "  I  have  operated  upon  a  very  much  larger  number  of 
cases  of  hysterectomy,  and  I  know  of  no  case  of  insanity  in 
my  practice.  Instances  of  insanity  occur  after  all  surgical 
proceedings,  even  the  most  trivial,  and  even  after  the  ad- 
ministration of  an  anaesthetic."  On  the  other  hand  Tait 
states  that  there  are  "three  cases  of  insanity  of  the  most 
pronounced  type  completely  cured  by  the  relief  of  the  suffer- 
ings involved  by  the  haemorrhagic  myoma.  .  .  .  Besides, 
this,  there  are  a  number  of  cases  of  striking  eccentricities  and 
ill-temper,  clearly  due  to  the  sufferings  which  have  been 
equally  relieved." 

One  lesson  to  be  deduced  from  this  apparent  conflict  of 
experience  is  that  the  question  demands  earnest  and  extended 
inquiry.  One  difficulty  in  the  way  is  that  the  subsequent 
history  of  the  subjects  of  operation  can  hardly  be  complete. 

I  will  offer  this  one  reflection.  It  seems  more  rational  to 
look  for  freedom  from  mental  disease  in  those  women  who 
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have  undergone  a  successful  operation  for  the  cure  of  an 
ovarian  or  uterine  disease.  Such  diseases  we  know  are  apt 
to  entail  nervous  disorders,  and  we  have  seen  that  the  nervous 
disorders,  when  compHcating  disease  of  the  sexual  organs, 
are  frequently  cured  when  the  diseased  organs  are  removed. 
But  another  inquiry  should  also  be  instituted  as  to  the  in- 
fluence of  removal  of  the  healthy  organs  on  the  nervous 
system. 

As  to  the  question  :  Are  we  justified  in  operating  upon  a 
lunatic  who  cannot  give  a  responsible  assent?  In  a  case 
which  came  under  me  the  indication  to  remove  the  ovaries 
was  to  my  judgment  decisive.  I  was  supported  by  the  assent 
of  her  guardian,  of  an  eminent  hospital  physician,  and  of  a 
distinguished  alienist ;  but  I  declined  to  undertake  the  re- 
sponsibility without  the  sanction  of  the  Commissioners  in 
Lunacy.  The  patient  continued  insane.  Sir  Spencer  Wells, 
in  a  case  somewhat  different,  being  consulted  as  to  the  legality 
of  ovariotomy  upon  a  lunatic,  asked  Sir  William  Harcourt, 
then  Home  Secretary,  who  said,  "  If  she  is  incapable  of  judg- 
ing for  herself,  treat  her  as  if  she  were  an  infant."  So  the 
operation  was  done,  the  patient  recovered  and  married. 
Surely  this  dictum  is  good  sense  as  well  as  good  law  ! 

Does  epilepsy,  often  so  intimately  associated  with  men- 
struation, justify  removal  of  the  ovaries?  Lawson  Tait 
("  Diseases  of  the  Ovaries,"  p.  328)  has  removed  the  ovaries 
— Battey's  operation — in  five  cases  under  this  indication. 
All  recovered  from  the  operation ;  but  the  results  as  regards 
cure  were  not  so  satisfactory  as  to  encourage  him  to  pursue 
the  practice.  I  believe  that  the  cases  are  quite  exceptional 
in  which  this  operation  can  be  admitted. 

There  is  one  form  of  insanity  which  is  of  extreme  im- 
portance in  its  medico-legal  aspects.  Dr.  Skae  refers  to 
cases  of  cancerous  disease  of  the  uterus  and  rectum  accom- 
panied by  the  delusion  of  violation.  But  this  form  of  sexual 
hallucination  is  not  always  associated  with  recognisable 
disease  of  the  sexual  organs,  nor  even  with  other  indications 
of  mental   disorder.      It   is   this    feature  which   makes  the 
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subjects  of  sexual  hallucination  the  more  dangerous.  I  have 
been  consulted  in  several  cases  of  false  charges  of  rape  or 
seduction  of  this  kind.  It  is  often  difficult  to  differentiate 
depravity  from  disease. 

Insanity  of  PregnaJicy  and  Puerpery. — This  subject  has 
been  so  ably  discussed  by  Dr.  Savage  that  I  am  relieved  of 
the  task  of  describing  it.  I  propose  only  to  offer  a  few- 
observations,  the  result  of  special  experience  and  study. 

I  have  often  insisted  upon  the  analogy  between  menstrua- 
tion and  parturition.  Menstruation  may  be  regarded  as  a 
mimic  pregnancy.  The  physiological  analogy  finds  its 
counterpart  in  pathological  analogies.  Thus  the  observation 
of  the  nervous  affection  in  the  one  state  illustrates  the  nervous 
affection  of  the  other.  The  nervous  affections  which  occur 
in  pregnancy  must  not  be  confounded  with  those  which  occur 
in  pregnancy  and  during  lactation.  The  type  differs  in  some 
respects.  I  have  adverted  to  some  of  the  anatomical  and 
physiological  conditions  evoked  by  menstruation.  The  or- 
ganic changes  and  consequent  physiological  phenomena 
evoked  by  pregnancy  are  similar,  but  far  more  striking. 

The  law  formulated  by  me^  has  an  instructive  bearing 
upon  this  question  :  "  Since  in  pregnancy  every  organ  and 
the  whole  organism  are  specially  weighted,  undergoing  extra- 
ordinary developmental  and  functional  activity,  so  any  defect 
or  fault,  inherited  or  acquired,  howsoever  latent,  will  be  liable 
to  be  evolved  or  intensified  under  the  trial.  Hence  preg- 
nancy is  the  great  test  of  bodily  soundness." 

The  nervous  system  probably  first  feels  the  influence  of 
pregnancy.  The  alterations  observed  are:  i.  Increased 
psychical  mobility ;  2.  Increased  emotional  mobility ;  3. 
Increased  diastaltic  or  reflex  mobility  ;  4.  Increased  ganglionic 
activity. 

The  blood  and  the  vascular  system  quickly  give  evidence 
of  change.  The  blood  mass  is  increased.  Its  constitution  is 
altered.     Not  to  dwell  upon  these  changes,  it  is  important  to 
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note  the  structural  changes  in  the  heart.  The  enormous  work 
thrown  upon  it  compels  increase  of  tissue,  that  is,  of  bulk. 
The  heart  beats  more  quickly,  as  well  as  more  forcibly ;  that 
is,  the  arterial  tension  is  greater.  The  effect  of  irritable  heart 
in  perverting  the  functions  of  the  brain  is  often  very  marked. 

One  effect  of  this  high  tension  is  seen  in  exophthalmic 
goitre.  As  a  result  of  high  vascular  tension,  albuminuria  is 
apt  to  occur,  and  this  state  implies  grave  alteration  in  the  con- 
stitution of  the  blood  involving  troubled  functional  action  of 
the  kidneys  and  liver,  which  reacting  upon  the  poisoned 
nervous  centres  leads  to  nervous  disorder. 

Phenomena  showing  that  the  physiological  boundaries 
have  been  broken  down  illustrate  the  conditions  that  may  lead 
to  insanity.  Amongst  these  are  apoplexy  and  paralysis.  I 
have  seen  several  examples.  I  prefer  to  quote  from  a  letter  by 
Dr.  Wilks  relating  to  one  of  these  seen  by  us  independently. 
In  another  case  a  woman,  aged  twenty-two,  when  three 
months  pregnant  with  her  first  child,  was  seized  with  severe 
neuralgia  of  the  head,  she  became  drowsy,  and  fell  into  a 
lethargic  state,  apoplexy  marked  by  stertor  set  in,  left  hemi- 
plegia, lateral  divergence  of  head  and  eyes  ;  slight  convulsions 
and  death  ensued.  A  clot  of  blood  was  found  in  the  sub- 
stance of  the  brain,  and  an  ante-mortem  clot  in  the  lateral 
sinus.  This,  Dr.  Wilks  says  :  "  Suggested  thrombosis  of 
vessels  as  a  cause  of  haemorrhage.  Thrombosis  of  sinuses  is 
a  curious  affection  occurring  mostly  in  anaemic  women.  In 
my  published  lectures  I  give  cases,  and  I  can  now  quote  one 
or  two  more." 

It  seems  probable  that  minor  degrees  of  thrombosis  may 
constitute  a  stage  or  factor  in  the  production  of  insanity. 

It  may  be  broadly  stated  that  the  nervous  disorders  of 
pregnancy  are  the  result  of  high  nervous  and  vascular  tension  ; 
and  that  the  nervous  disorders  of  puerpery  and  lactation  arc 
the  result  of  shock,  lowered  nervous  and  vascular  lesion,  and 
spanaemia  with  toxaemia. 

In  studying  the  history  of  insanity  in  pregnancy,  we 
cannot  fail  to  be  struck  with  the  common  features  of  resem- 
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blance  or  of  relationship  between  the  different  forms  of 
convulsive  disease  which  arise  during  that  condition.  In  this 
comparison  we  ought  to  include  the  relationship  of  syncope, 
vertigo,  migraine,  apoplexy,  paralysis,  delirium,  insanity. 
They  often  form  links  in  one  chain.  Syncope  and  vertigo 
should  be  studied  in  their  relations  to  uraemic  (albuminuric) 
eclampsia ;  apoplexy  in  its  occasional  relations  to  uraemic 
eclampsia  ;  paralysis  in  its  relations  to  apoplexy  and  epilepsy ; 
and  insanity  in  its  relations  to  epilepsy,  eclampsia,  and  chorea. 
All  the  convulsive  diseases  may  culminate  in  mania  or 
dementia. 

What  is  it  then  that  determines  epilepsy  in  one  case, 
vomiting  in  a  second,  chorea  in  a  third,  tetanus  in  a  fourth, 
eclampsia  in  a  fifth  ?  We  must  invoke  a  peculiar  antecedent 
condition  of  the  nervous  centres  probably  unknown  or  unsus- 
pected until  it  declares  itself  under  the  magical  ordeal  of 
pregnancy.  This  is  illustrated  by  the  history  of  chorea,  which 
I  have  shown  (Lumleian  Lectures)  rarely  if  ever  occurs  ab 
initio  in  gestation,  the  subjects  having  had  it  in  childhood  ;  in 
epilepsy,  in  the  subjects  of  which  there  can  generally  be 
traced  hereditary  proclivity  or  previous  attacks.  But  the 
postulate  of  an  antecedent  condition  is  indisputably  settled 
by  the  case  of  ague.  We  cannot  conceive  the  possibility  of 
ague  being  evolved  out  of  the  proper  conditions  of  pregnancy  ; 
and  we  know  that  other  conditions,  as  a  surgical  operation, 
will  act  in  reproducing  ague. 

These  and  analogous  histories  point  to  the  conclusion  that 
the  neurotic  diathesis  is  dependent  upon  enduring  structural 
alteration  of  the  central  nerve-tissues.  This  condition  will, 
I  believe,  be  found  to  be  far  more  general  than  is  commonly 
recognised. 

Another  striking  illustrative  argument  will  be  found  in  the 
history  of  syphilis.  Long  after  supposed  cure,  disease  which 
was  only  latent  recurs  under  recognised  phenomena  of  syphilis 
or  leads  to  paraplegia,  general  paralysis,  dementia  or  other 
forms  of  insanity. 

Dr.  Thorburn    relates   a  most  interesting  case  of  "im- 
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mediate  cure  of  suicidal  mania  by  the  induction  of  premature 
labour."^ 

Amongst  the  nervous  phenomena  that  occur  in  pregnancy, 
it  is  useful  to  note  loss  or  impairment  of  the  perceptive  senses 
— deafness,  amaurosis,  loss  or  perversion  of  senses  of  smelling, 
touch,  and  taste  are  not  uncommon.  These  affections  may 
be  factors  in  the  production  of  hallucinations  or  delusions  or 
other  forms  of  insanity. 

Summary— Conclusions— Clinical  Deductions. 

I  may  conclude  this  imperfect  presentment  of  a  great 
theme  by  stating  what  seems  to  be  the  logical  sequence  of 
the  facts  and  arguments  set  forth. 

One  proposition  I  present  is  indeed  self-evident.  All  the 
resources  of  medicine,  special  and  general,  should  in  every 
case  be  brought  to  relieve  the  sick.  This  implies  that  similar 
direct  objective  investigation  to  that  which  is  pursued  in  the 
case  of  females  suffering  from  sexual  disorder  not  apparently 
complicated  with  nervous  disorder,  shall  be  made  in  the 
subjects  of  nervous  disorder  in  whom  there  is  reason  to  infer 
that  sexual  derangement  exists. 

In  the  first  place  there  is  the  immediate  indication  to  seek 
for  light  as  to  the  cause  of  the  nervous  disorder,  with  a  view 
to  relieve  this  complication.  In  the  second  place,  even  if  the 
nervous  disorder  be  found  not  to  depend  upon  the  sexual 
disorder,  it  is  still  the  duty  of  the  physician  to  do  what  he  can 
to  relieve  the  sufferer  from  this  element  of  trouble.  An  insane 
woman  has  surely  as  much  right  to  relief  from  disease  of  the 
ovaries  and  uterus  as  a  sane  woman  has, 

Griesinger  (1867)  speaks  very  decidedly  upon  this  point. 
He  says  : — "  On  the  ,  least  suspicion,  a  local  examination 
should  be  made.  It  is  certainly  of  great  detriment  to  the 
patients  that  there  exists  amongst  the  asylum  physicians  a 
truly  childish  delicacy  in  regard  to  vaginal  examinations.     In 

'  Lancet^  1879. 
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Germany,  France,  and  England  I  have  found  the  same 
delicacy ;  they  seem  to  be  afraid  of  exciting  the  patients." 
This  was  said  in  1867.  I  think  the  censure  may  now  be 
considerably  modified. 

One  rule  I  strongly  urge.  In  every  case  of  puerperal 
insanity,  examine  into  the  condition  of  the  pelvic  organs. 
Imperfect  involution  of  the  uterus  is  in  the  highest  degree 
probable.  In  addition  to  other  factors  the  function  of  the 
breasts  is  almost  always  suspended.  Thus  a  most  potent 
stimulant  to  involution  is  wanting.  Then  retroversion  or  retro- 
flexion is  very  probable.  Relief  from  these  conditions  cannot 
fail  to  be  beneficial,  and  may  even  bring  about  recovery. 

Thus  we  see  that  in  this  inquiry  the  Psychologist  and  the 
Gynaecologist  meet  on  common  ground,  each  enlightening  the 
other ;  and  both  helping  to  build  up  out  of  the  materials  of 
their  special  knowledge  that  true  science,  that  comprehensive 
medicine,  which  holds  out  the  best  prospect  for  the  relief  of 
physical  and  mental  suffering. 

Dr.  Savage  alluded  to  the  relatively  small  amount  of 
success  that  had  followed  examination  of  the  pelvic  organs 
of  insane  patients.  It  had  been  very  exceptional  that  any 
good  could  be  done  to  the  patient  by  these  means.  He  too 
remembered  a  case  in  which  a  condition  of  profound  melan- 
choly was  associated  with  prolapse  of  the  uterus,  and  the 
patient  had  been  restored  to  health  within  twenty-four  hours 
of  the  relief  of  this  condition.  He  pointed  out  that  there 
existed  a  peculiar  disposition  to  mental  disturbance  coinci- 
dent with  the  establishment  of  menstruation  mentioned  by 
Dr.  Barnes.  So  in  a  certain  class  of  persons  there  seemed  to 
be  provision  of  nervous  force  sufficient  for  ordinary  purposes 
of  growth  and  nutrition,  but  when  the  reproductive  organs 
came  into  play  the  strain  was  greater  than  they  could  bear. 
Referring  to  masturbation,  he  raised  the  question  as  to 
whether  this  was  a  symptom  or  a  cause  of  the  disease.  One 
met  with  young  persons  in  whom  masturbation  developed  on 
the  establishment  of  menstruation  as  an  untaught  vice,  and 
in  a  certain  proportion  of  the  cases  insanity  occurs  through 
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or  with  excessive  masturbation.  It  was  in  this  class  of  cases 
that  the  question  arose  as  to  whether  it  was  justifiable  to 
remove  the  ovaries.  He  suggested  that  the  matter  was  one 
well  worthy  of  consideration  at  the  hands  of  the  Society.  So 
far  as  operative  measures  went,  he  said  he  had  little  personal 
experience.  There  certainly  were  cases  in  which  the  exist- 
ence of  insanity  might  possibly  be  referred  to  some  disorder 
of  the  uterus  or  ovaries,  and  he  insisted  upon  the  diagnostic 
value  of  hallucinations  of  the  sense  of  smell  as  an  indication 
of  the  existence  of  troubles  of  the  reproductive  organs.  He 
had  remarked  the  liability  to  hallucinations  of  the  smell  in 
confirmed  masturbators  of  both  sexes.  In  one  case  at  Beth- 
lem  Hospital  in  which  there  was  ovarian  disease  this  symp- 
tom was  present  to  a  marked  degree.  The  ovaries  were 
removed,  but  though  the  patient  ceased  to  be  subject  to  the 
hallucinations  she  remained  insane.  He  observed  that  the 
insanity  of  pregnancy  was  but  an  exaggeration  of  the  dis- 
turbance occurring  during  ordinary  pregnancy,  such,  for  in- 
stance, as  perversions  of  taste,  smell,  vomiting,  &c.  He  had 
always  maintained  that  it  was  not  justifiable  to  induce 
abortion  in  cases  of  insanity  during  pregnancy.  He  had 
seen  cases  in  which  miscarriage  had  taken  place  without  any 
immediate  relief  to  the  mental  condition.  Passing  on  to 
discuss  the  question  of  sexual  perversion,  he  observed  that 
this  was  a  marked  symptom  in  a  certain  number  of  the 
cases,  and  he  mentioned  one  such  case  in  a  woman  who 
proved  to  have  an  infantile  uterus  about  the  size  of  a  nut, 
although  the  vagina  was  of  normal  capacity.  This  patient 
had  always  manifested  a  strong  passion  for  other  women. 
He  remarked  that  the  degenerated  man  tended  in  physical 
characteristics  to  approach  the  woman,  and  vice  versd. 
Hence  a  woman  with  unnatural  growth  of  hair  on  the  face 
and  other  masculine  features  was  particularly  liable  to  a 
breakdown  of  this  kind.  He  raised  the  question  whether 
or  not  this  association  of  degenerative  changes  bearing  on 
the  reproductive  organs  was  commonly  associated  with  a 
tendency  to  undue  growth  of  hair  on  the  face. 
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Dr.  WiLKS  said  that  as  he  did  not  belong  to  this  parti- 
cular department  he  had  to  take  a  larger  view  of  the  question 
as  to  the  connexion  between  nervous  disturbances  and  local 
affections.  In  fact,  he  might  be  considered  to  pass  his  life  in 
endeavouring  to  unravel  what  was  a  general  condition  and 
what  a  local  one ;  in  other  words,  What  were  the  subjective 
and  what  the  objective  phenomena  ?  If  he  had  a  pain  in  his 
finger  he  might  think  it  was  something  wrong  locally,  but  he 
might  be  told  that  the  symptom  was  due  to  some  affection  of 
the  nerve  centre.  They  had  heard  one  side  of  the  question 
from  Dr.  Barnes,  and  he  trusted  that  in  his  reply  he  would 
give  them  the  other  aspect.  There  was  truth  on  both  sides. 
Dr.  Savage  had  shown  them  how  various  local  disorders  might 
give  rise  to  insanity.  He  himself  remembered  a  case  in 
which  incoercible  vomiting  rendered  a  patient  insane,  but  on 
her  death  they  found  that  there  was  cancer  of  the  stomach. 
In  another  case,  under  the  care  of  Dr.  Savage's  predecessor, 
the  woman  was  always  complaining  of  a  certain  tumour 
on  the  abdomen,  and  she  recovered  when  this  was  removed. 
He  was,  therefore,  quite  prepared  to  allow  that  local  causes 
might  give  rise  to  nervous  symptoms.  If  that  held  good  of 
all  the  organs  it  was  peculiarly  so  of  the  reproductive  organs. 
Personally  he  saw  more  of  such  affections  in  the  male,  cases 
of  spermatorrhoea  or  spermatophobia  as  some  preferred  to 
call  it.  Was  that  a  local  affection,  or  was  it  the  result  of 
a  mental  condition  ?  He  alluded  to  a  well-known  lecture  by 
Paget,  in  which  the  subjects  of  it  were  considered  to  be  mad. 
He  mentioned  the  case  of  a  patient  who  had  been  to  most 
of  the  best  known  men  in  London  to  be  treated  for  some 
discharge  from  the  urethra,  who  were  taking  directly  opposite 
views  of  his  case.  Although  there  was  a  good  deal  of  truth 
in  what  Dr.  Barnes  had  said,  he  could  tell  of  many  cases 
which  proved  the  opposite  truth — that  local  diseases  might  be 
due  to  general  causes.  He  mentioned  the  case  of  a  married 
woman  who  was  very  anxious  to  have  children.  None  came, 
and  she  ultimately  became  despondent,  and  was  treated  for 
several  varieties  of  uterine  disease.    He  had  a  consultation  on 
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her  case  with  a  distinguished  gynaecologist,  and  he  had  ven- 
tured to  hint  that  it  would,  perhaps,  be  a  good  thing  to  divert 
her  mind  from  her  reproductive  organs.  The  gynaecologist, 
however,  was  sanguine  that  he  could  do  her  good  and  set 
to  work,  but  a  year  later  her  condition  was  the  same,  and  he 
then  persuaded  the  husband  to  consent  to  her  adopting  a 
child,  seeing  that  the  maternal  instinct  was  so  strongly 
developed.  This  was  done  and  was  attended  by  complete 
success.  He  asked,  therefore,  how  far  the  mind  being  directed 
in  a  particular  channel  might  be  productive  of  local  symp- 
toms. He  referred  to  a  discussion  which  had  taken  place 
between  himself  and  Mr.  Hovell,  in  which  he  had  been 
credited  with  the  statement  that  all  hysterical  affections  were 
due  to  uterine  disease,  but  that  was  not  a  correct  interpre- 
tation of  his  views,  for  he  maintained  then,  aslnow,  that  each 
case  required  to  be  taken  on  its  merits.  Ho  mentioned  the 
case  of  a  personal  friend  of  his  who  had  developed  this  pre- 
occupation about  his  genitals,  and  who  subsequently  becoming 
a  confirmed  lunatic  the  symptoms  disappeared.  Also  one  of 
a  lady,  who  after  having  been  long  treated  for  pain  in  the 
region  of  the  bladder,  became  the  prey  of  a  profound  melan- 
cholia when  the  urinary  symptoms  disappeared.  In  con- 
sidering the  correlations  of  sexual  and  mental  disorders,  he 
thought  that  while  in  certain  cases  Dr.  Barnes'  remarks  might 
apply,  there  were  others  in  which  as  a  man  of  tact  and  experi- 
ence he  would  probably  discountenance  all  special,  and  have 
recourse  to  more  general,  measures. 

Dr.  Hack  Tuke  expressed  his  entire  concurrence  in  the 
concluding  sentence  of  what  Dr.  Barnes  had  said,  viz.,  that 
gynaecologists  and  alienists  ought  to  march  together  and 
afford  mutual  aid.  They  were  all  prepared  to  admit  the 
influence  of  disordered  menstruation,  on  the  one  hand,  upon 
the  'mental  functions  ;  and,  on  the  other,  the  effect  of  mental 
disorders  in  the  production  of  disturbances  of  the  menstrual 
function.  In  respect  of  a  .certain  class  of  cases — those  of 
alleged  displacement  of  the  uterus — he  had  certainly  felt  very 
strongly,  and    his    conviction    was    based   on   many    years' 
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experience,  that  disappointment  often  followed  the  interven- 
tion of  the  gynaecologist.  He  referred  to  some  American 
asylums  where  special  means  had  been  taken  to  secure  the 
examination  of  the  pelvic  organs  in  insane  patients  in  whom 
there  was  reason  to  suspect  the  slightest  disorder  of  the  re- 
productive organs,  and  lady  doctors  had  been  appointed  for 
that  especial  purpose.  There  was  one  lady  of  unexceptional 
accomplishments  who  had  devoted  herself  to  the  subject, 
together  with  the  medical  superintendent^  and  their  united 
experience  had  shown  that  in  contparatively  few  instances 
benefit  had  been  obtained  from  the  systematic  examination 
of  the  pelvic  organs  in  the  cases  referred  to.  The  net  results 
of  several  years'  experience  were  extremely  meagre. 

The  most  important  question,  however,  was  that  re- 
ferred to  by  Dr.  Barnes,  viz.,  whether  any  serious  operative 
measures  were  likely  to  be  of  use  in  cases  of  mental  disease. 
He  had  seen  not  a  iow  cases  in  which  he  had  very  strongly 
hoped  that  some  benefit  might  be  obtained  from  gynaecology. 
With  regard  to  oophorectomy,  he  had  felt  special  interest 
of  late  on  account  of  several  cases  having  come  under  his 
observation  in  which  he  would  have  liked  to  see  it  performed. 
In  one  case  in  which  it  was  performed,  the  patient,  with 
strong  hereditary  taint,  was  subject  to  recurrent  attacks  of 
melancholia  associated  with  some  mental  stupor.  The  usual 
remedies  were  tried  without  relief.  When  oophorectomy 
was  performed,  there  was  apparently  immediate  relief,  and 
the  patient  expressed  herself  to  him  as  quite  another 
woman.  There  was  some  doubt,  however,  at  the  present 
moment,  whether  slight  attacks  had  not  returned.  Then 
there  were  cases  in  which  one  desired  very  much  to  have 
the  operation  performed,  but  in  which  one  felt  doubtful 
whether  it  would  be  justifiable.  It  was  in  reference  to  such 
cases  as  these  that  a  paper  like  that  of  Dr.  Barnes'  was 
hailed  by  alienists.  He  instanced  the  case  of  a  young 
lady  who  had  slight  attacks  of  mania  associated  with  the 
menstrual  period  which  had  been  going  on  for  many  years. 
There  was  a  history  of  excessive  masturbation  which  she  de- 
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plored,  and  she  was  a  misery  to  herself  and  friends.  Ought 
oophorectomy  to  be  performed  in  a  case  Hke  that  ?  In  such 
a  case,  parents  looked  to  the  effect  of  the  operation  in  inter- 
fering with  marriage  and  objected  on  that  ground  ;  but  he 
thought  that  they  would  all  agree  that  in  such  a  patient,  the 
fact  that  the  operation  would  interfere  with  reproduction 
could  not  be  considered  in  the  light  of  a  disadvantage.  He 
had  seen  several  cases  of  epilepsy  too  in  which  he  would  have 
liked  to  see  the  operation  performed,  though  Lawson  Tait's 
experience  had  hardly  been  encouraging.  He  alluded  par- 
ticularly to  cases  of  epilepsy  occurring  at  puberty  associated 
with  masturbation.  He  wanted  to  know  what  objection  there 
could  be  to  performing  the  operation  in  such  cases.  He 
concurred  in  the  opinion  that  patients  who  were  not  in  a 
condition  to  give  an  opinion  should  be  treated  as  infants. 
With  reference  to  the  procuring  miscarriage  in  certain  cases, 
he  said  he  felt  as  strongly  as  Dr.  Savage  did.  He  mentioned 
the  case  of  a  lady  who  had  had  several  attacks  of  puerperal 
mania  and  who  had  the  misfortune  to  become  again  pregnant. 
The  local  practitioner  advised  abortion,  but  he  (Dr.  Tuke) 
said  it  was  very  unadvisable  in  such  cases,  for  the  patient  was 
apt  to  develop  eventually  certain  morbid  broodings  and  re- 
morseful scruples,  the  disastrous  effects  of  which  were  as  bad 
as,  or  worse  than,  an  attack  of  puerperal  mania. 

Dr.  Mercier  said  he  assumed  that  all  the  functions  of 
the  human  organism  were  served  from  one  reservoir  of  force 
which  had  to  be  distributed  among  them  all,  so  that  each 
function  obtained  its  modicum  of  energy  to  keep  it  regular. 
On  the  other  hand  all  the  organs  and  functions  contributed 
their  quota  to  reinforce  and  keep  up  the  activity  of  the 
central  nervous  system.  Hence,  if  any  organ  were  abstracted 
from  the  general  whole,  as  for  instance  is  the  case  in  castra- 
tion, the  normal  equilibrium  was  upset,  and  more  or  less 
disorder  was  produced  in  the  distribution  of  the  force, 
pending  the  re-establishment  of  the  equilibrum  under  the 
new  and  altered  conditions.  The  converse  was  also  true,  for 
the  addition  of  functions  tended  to  disturb  the  equilibrium. 
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It  was  to  this  cause  that  he  attributed  the  disturbances 
which  made  their  appearance  at  puberty,  an  epoch  at  which 
new  functions  were  being  added  to  the  organism,  and  new 
organs  were  virtually  being  distributed.  The  redistribution 
of  forces  was  effected  by  the  central  nervous  system,  and 
it  might  easily  occur  that  a  very  profound  alteration  was 
beyond  the  power  of  the  central  nervous  system  to  rectify. 
The  distribution  of  forces  within  the  body  was  permanently 
disturbed,  and  the  reflexion  of  this  disturbance  in  the  highest 
nerve  regions  was  the  bodily  condition  of  it  might  be  in- 
sanity or  it  might  be  hysteria. 

The  discussion  was  then  adjourned  until  October  22nd. 
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THE  BRITISH   GYNECOLOGICAL   SOCIETY. 
Wednesday,  October  22,   1890. 
C.  H.  F.  ROUTH,  President,  in  the  Chair. 

Present  :  25  Fellows,  6  Visitors. 

The  following  were  elected  Fellows  of  the  Society  : — Dr. 
H.  J.  Boldt,,  New  York;  Dr.  F.  R.  Eccles,  Canada;  Qr.  J. 
C.  Wood,  Michigan  ;  Dr.  A.  P.  Carbone,  Malta  ;  Dr.  J.  S. 
Hill,  London  ;  Mr.  W.  E.  Cree,  London ;  Mr.  W.  J.  C. 
Nourse,  London  ;   Mr.  F.  Peck,  India. 

Dr.  Barnes,  referring  to  a  description  recently  published 
in  the  Lancet  by  Dr.  More  Madden  of  an  elastic  intra-uterine 
wire  stem-pessary  for  keeping  the  cervical  canal  open,  exhi- 
bited the  instrument  made  for  him  by  Weiss  fifteen  years 
ago.  It  is  made  of  alternate  zinc  and  copper  wires,  flexible, 
so  as  to  preserve  patency  of  the  cervix  and  to  exert  a  slight 
galvanic  action,  thus  stimulating  menstruation  in  amenorrhoea, 
and  involution  in  cases  of  hyperplasia. 

Case  of  'Mollttscum  Fibrosum  Cystoma, 

Dr.  Bantock  showed  a  specimen  of  what  was  usually 
known  as  molluscum  fibrosum  cystomicum,  removed  from  a 
woman  aged  fifty  some  time  since.  The  interest  of  the  case 
lay  in  the  fact  that  two  cases  of  the  kind  had  recently  been 
reported  by  Dr.  Joubert,  of  Calcutta.  He  was  at  first  under 
the  impression  that  he  had  to  do  with  a  fibroid  tumour  of  the 
uterus,  and  he  was  confirmed  in  this  view  by  the  fact  that 
the  uterus  was  drawn  up,  as  he  thought,  but  in  reality  pushed 
up,  quite  above  the  pubes  and  stood  out  upon  the  anterior 
aspect  of  the  tumour.  The  origin,  however,  of  the  tumour 
was  from  the  front  of  the  hollow  of  the  sacrum,  and   had 
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he  known  the  nature  of  the  tumour  in  advance  he  would 
certainly  not  have  interfered  with  it.  Believing  it,  how- 
ever, to  be  a  fibroid  of  the  uterus,  he  thought  it  desirable 
to  operate,  especially  as  the  patient  was  getting  rapidly 
worse.  The  rapid  growth  was  attributable  to  the  fact  that 
the  tumour  had  become  cystic.  One  cyst  cavity  in  the 
interior  was  capable  of  containing  several  gallons  of  fluid. 
Directly  the  tumour  was  exposed  a  long  stretch  of  small 
intestines  was  seen  crossing  it ;  evidently,  therefore,  it  was  a 
retro-peritoneal  tumour.  It  was  not  until  the  operation  was 
half  done  that  he  noticed  that  the  tumour  had  no  connection 
with  the  uterus.  In  freeing  the  last  connections  of  the 
tumour  he  had  to  employ  a  very  great  deal  of  force  in  order 
to  tear  them  through.  Towards  the  end  of  the  operation 
the  patient  lost  so  much  blood  that  it  proved  too  much  for 
her. 

The  case  had  an  important  bearing  upon  those  reported 
by  Dr.  Joubert,  and  in  this  connection  he  read  the  following 
letter  from  that  gentleman  : 

"  6,  Harington  Street, 

"  Calcutta. 

"  July  2\st,  1890. 

"  Dear  Dr.  Bantock, — I  was  very  sorry  to  have  to  return 
to  India  before  my  two  cases  of  *  Pelvic  Fibrous  Tumours 
simulating  Ovarian  Tumours,'  could  be  read  at  the  Gynaeco- 
logical Society  meeting,  for  I  see  by  the  discussion  which 
took  place  on  the  nth  June,  that  they  were  considered  to  be 
of  considerable  interest.  In  the  remarks  which  you  were 
kind  enough  to  make  you  say  that  you  are  '  not  prepared  to 
accept  the  explanation  that  they  grew  from  the  connective 
tissue  of  the  pelvis,  since  they  had  a  distinct  connection  with 
the  uterus.' 

"  If  you  have  a  report  of  the  cases  to  refer  to,  I  think  you 
will  see  that  I  brought  the  cases  to  notice  because,  though 
they  presented  precisely  the  same  microscopic  appearances, 
one  developed  in  the  layers  of  the  broad  ligament,  and  the 
other  in  the  sub-peritoneal  connective  tissue  of  the  abdominal 
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wall  and  oi^'^  false  pelvis  as  far  as  the  brim,  only  projecting 
merely  over  the  true  pelvis  and  in  no  way  connected  either 
with  the  uterus  or  the  appendages  and  broad  ligament. 

**'  It  seemed  to  Dr.  Gibbons  and  me  that  if  such  a  tumour 
could  originate  in  the  sub-peritoneal  connective  tissue  in  the 
latter  situation,  there  was  no  reason  why  it  should  not  also  in 
the  same  tissue  in  the  broad  ligament.  I  am  sorry  I  did  not 
make  this  sufficiently  clear,  because  I  do  not  think  the  broad 
ligament  tumour  at  all  resembled  a  uterine  fibroid,  and  the 
other  and  earlier  case  supported  this  opinion.  The  first  case 
throws  a  distinct  light  on  the  second,  and  I  think  supports 
my  contention  that  they  were  connective  tissue  growths  of  an 
unusual  type.  I  did  not  enucleate  the  first  tumour,  for  it 
would  have  meant  stripping  off  the  peritoneum  from  a  very 
large  surface  of  the  abdominal  walls,  which,  as  far  as  I  know, 
would  have  been  an  unwise  proceeding. 

"  If  you  have  the  opportunity  of  bringing  this  reply  before 
the  notice  of  the  Society,  I  should  be  much  obliged,  and  I 
think  it  would  complete  the  case. 

"  Yours  truly, 

"  C.  H.  JOUBERT." 


Adjourned  Discussion  on  Dr.  Barnes^  Paper  oji  "  The  Correla- 
tion of  Disorders  of  the  Sexual  Functio7is  in  WotneUy 
with  Mental  Disturbances^ 

Dr.  Bantock  re-opened  the  discussion  with  the  remark 
that  the  subject  had  been  dealt  with  in  three  different  aspects 
by  men  of  the  highest  standing  in  the  profession.  He  agreed 
with  the  views  expressed  by  Dr.  Barnes  from  the  gynaecologi- 
cal point  of  view,  as  well  as  with  the  remarks  that  had  fallen 
from  Dr.  Wilks  from  the  point  of  view  of  the  general  physi- 
cian, and  the  interesting  observations  of  Dr.  Savage.  He 
himself  had  had  very  little  experience  of  the  graver  forms 
of  nervous  or  mental  disturbance,  but  a  great  deal  with  the 
minor  forms.  He  only  remembered  one  case  of  well-marked 
mania  in  connexion  with  disease  of  the  female  reproductive 
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organs,  and  in  that  case  there  was  certainly  no  connexion 
whatever  between  the  disease  and  the  attack  of  mania,  for  the 
patient  had  already  been  in  a  lunatic  asylum  before  there 
were  any  symptoms  of  the  formation  of  the  tumour.  Dr. 
Keith  had  rather  thrown  a  bomb-shell  among  them  by 
declaring  that  in  10  per  cent,  of  the  cases  mania  had  followed 
hysterectomy,  though  whether  as  a  result  of  the  operation  Dr. 
Keith  did  not  say.  Dr.  Bantock  said  his  experience  was 
totally  at  variance  with  that  of  Dr.  Keith  and  coincided  with 
that  of  Mr.  Tait,  with  the  exception  of  one  case  in  which  the 
religious  mania  followed  hysterectomy.  The  mania,  however, 
was  quite  as  pronounced  before  as  after  the  operation,  and 
the  patient  was  now,  he  believed,  perfectly  well.  In  one  case 
of  hysterectomy,  in  which  the  patient  was  two  and  a-half 
months  pregnant,  there  was  a  condition  of  hysterical  mania 
some  four  or  five  days  after  the  operation.  He  thought, 
however,  there  was  sufficient  cause  for  this,  as,  for  instance, 
considerable  tumefaction  of  the  mammae  to  account  for  the 
disturbance.  With  these  three  cases  he  was  prepared  to  con- 
tend that  Dr.  Keith's  experience  was  altogether  exceptional, 
and  need  not  be  taken  into  account  in  calculating  the  possible 
results  of  such  an  operation  as  hysterectomy.  He  had  seen 
a  considerable  number  of  cases  of  minor  disturbances  in  con- 
nexion with  diseases  of  the  appendages,  as,  for  example,  in  a 
woman  who  for  nine  years  had  been  the  subject  of  a  form  of 
melancholia.  She  had  tried  every  kind  of  treatment  until 
she  came  under  the  notice  of  Marion  Sims,  who  after  exam- 
ination at  once  said  he  thought  the  patient  could  be  cured. 
The  patient  was  brought  to  this  country  and  arrangements 
made  for  the  operation.  A  gentleman,  however,  who  saw 
her  on  her  arrival  said  it  was  not  a  case  for  operation,  and 
she  was  recommended  to  Homburg,  &c.,  instead.  The  hus- 
band was  at  his  wits'  end  to  know  what  to  do  for  her,  and  at 
last  the  patient  was  brought  to  him  (Dr.  Bantock),  and  after 
examination  he  confirmed  Sims'  view,  not  because  of  the  pre- 
sence of  any  physical  signs  indicating  disease  of  the  appen- 
dages, but  from  a  general  consideration  of  the  symptoms.   One 


41 8  The  British  GyncBCological  Society. 

was  pain  in  the  region  of  the  left  ovary  running  up  the  back 
of  the  head,  and  one  of  the  most  frequent  complaints  of  the 
patient  was  pain  in  the  head.     For  years  she  has  not  been 
able  to  bear  the  presence  of  her  husband  for  more  than  a 
minute  or  so  at  a  time.     In  the  course  of  a  short  consulta- 
tion the  conversation  was  sufficient  to  elicit  the  symptoms, 
and  brought  on  a  severe  headache,  &c.     An  operation  was 
agreed  upon,  in  spite   of  the  fact  that  he  had  declined   to 
guarantee    its   success.     The   ovaries   were  in  that   peculiar 
condition,   which   resembled   a   deformed   bunch   of    grapes. 
Very   little   larger   than    the   normal    they  were    evidently 
extensively  diseased.    Within  two  months  the  patient  was 
quite  restored   to  health,  and  she  had    remained  well  ever 
since.     There  the  connexion  between  the  ovarian  lesion  and 
the  mental  disturbance  was  clear  and  indisputable.     As  Dr. 
Wilks  said  the  great  difficulty  was  the  matter  of  diagnosis,  and 
he  was  far  from  conceding  the  contention  that  every  woman 
in  an  asylum   ought   to   have   her  ovaries    removed.     That 
was  too  extreme  an  issue.     Still  in  some  cases  the  mental 
disturbance  was  directly  due  to  the  disease  of  the  appendages 
while  in  others  there  could  be  no  possible  connexion  between 
the  two.     He  did  not  think  it  necessary  to  dwell  upon  other 
cases   of  the   same  character.     The  frequent   association  of 
hysteria  with   disease   of  the  appendages  was  well   known, 
and  was  a  very  curious  fact.     Moreover  hysteria  was  very 
seldom  met  with  after  the  menopause.     He  himself  did  not 
remember  ever  to  have  met  with  such  a  case,  though  patients 
might  have  been  subject  to  it  in  a  severe  form  for  many  years 
before  that  date.     When,  however,  it  came  to  removing  the 
appendages  for  such  diseases  as  epilepsy,  then  he  thought  they 
were  treading  upon  unsafe  and  dangerous  ground.     He  him- 
self had  never  performed  the  operation  on  such  a  ground,  but 
he  would  perhaps  do  so  in  a  case  of  hystero-epilepsy. 

He  thought  the  discussion  ought  to  do  a  great  deal  of 
good,  particularly  after  the  eloquent  addresses  of  Drs.  Tuke 
and  Savage.  Dr.  Barnes'  remarks  were  such  as  they  would 
have  expected  from  him,  the  fruit  of  mature  experience  guided 
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by  sound  judgment.  In  reply  to  Dr.  Macnaughton  Jones  as 
to  whether  his  experience  on  the  subject  was  limited  to  the 
one  case  of  ovarian  disease,  and  whether  the  condition  of  the 
ovaries  was  such  as  would  indicate  oophorectomy,  he  said  he 
did  not  consider  that  the  case  to  which  he  referred  was  a  case 
of  insanity  properly  so  called,  but  rather  one  of  profound  dis- 
turbance of  the  nervous  system.  It  resulted,  therefore,  that 
he  had  never  seen  such  a  case. 

Dr.  R.  T.  Smith  recalled  that  in  December  last  he  had 
brought  forward  a  severe  case  of  hystero-epilepsy,  for  which 
he  had  removed  the  ovaries,  because  the  sister — after  an  abor- 
tion— had  developed  melancholia  and  died  in  seven  weeks, 
and  because  the  girl  herself  was  beginning  to  show  signs  of 
mental  irritability.  This  was  a  fitting  opportunity  to  relate 
that  the  patient  had  been  absolutely  cured  by  the  operation. 
She  had  not  had  a  single  attack  since,  and  was  in  good 
health.  Her  age  was  twenty-five.  She  used  to  suffer  from 
menorrhagia,  but  since  the  operation  she  had  only  been 
unwell  three  times.  Occasionally  patients  came  with  genuine 
epilepsy  associated  with  menorrhagia.  One  was  anxious  to 
do  something  definite,  but,  as  a  rule,  the  only  advice  gained 
by  a  consultation  was  to  do  it  on  one's  own  responsibility. 
He  had  operated  once  in  a  genuine  case  of  epilepsy,  because 
there  was  acute  retroflexion.  The  patient  improved  some- 
what as  regards  her  general  health,  but  though  this  was  six 
months  ago  the  epileptic  attacks  had  not  disappeared.  Two 
years  ago  he  had  been  consulted  about  a  lady,  aged  sixty 
years,  whose  mental  condition  was  a  source  of  great  sorrow 
to  her  friends.  She  came  to  him  complaining  of  pain  in  her 
left  side,  with  burning  irritation  in  the  ovarian  region.  He 
found  nothing  palpably  wrong  on  examination,  but  she  broke 
down  again,  and  was  taken  to  see  Dr.  Maudsley  with  reference 
to  performing  the  operation  of  oophorectomy.  Dr.  Maudsley 
said,  "  Do  as  you  like.  I  would  not  blame  you  for  performing 
the  operation."  He  had  not  operated  because  the  friends 
would  not  consent;  and  her  condition  had  remained  the 
same.     He  was  glad  that  they  had  called  upon  Dr.  Tuke  at 
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their  last  meeting,  and  to  learn  from  him  definitely  that  the 
Americans  had  tried  a  series  of  cases,  because  he  himself  had 
long  felt  that  he  would  like  to  do  ten  or  twenty  as  an  experi- 
ment. And  this  evening  they  had  a  corroboration  much  to 
the  same  effect  as  to  the  general  result  of  operation,  viz., 
that  in  cases  of  insanity  no  good  results  were  to  be  got  by 
removing  the  ovaries.  He  wished  to  insist  upon  one  point  of 
great  importance — a  point  referred  to  by  Dr.  Wilks  in  reference 
to  the  adoption  of  children  by  women  who  were  childless. 
He  thought  his  observations  on  this  point  were  very  wise. 
He  himself  constantly  advised  this  course  with  the  happiest 
results.  Dr.  Smith  referred  to  the  writings  of  George  Mac- 
donald,  who  held  the  view  that  places  like  the  Foundling 
Hospital  ought  not  to  exist,  and  that  even  people  with  one 
or  two  children  ought  to  adopt  one  or  two  more.  Dr.  Mac- 
donald  had  laid  it  down  as  a  truth  that  the  only  persons  who 
could  really  appreciate  the  joy  and  gladness  of  having  chil- 
dren were  those  who  could  love  them  not  because  they  were 
their  own  children,  but  because  they  were  children. 

Dr.  Heywood  Smith  said  the  case  referred  to  at  the  last 
meeting  by  Dr.  Tuke  was  very  important.  The  case  was 
that  of  a  young  lady,  twenty-four  years  of  age,  who  began  to 
menstruate  at  thirteen,  very  irregularly,  with  intervals  of  from 
one  to  eight  months,  scanty  and  even  colourless.  She  had 
been  two  years  under  Dr.  Tuke,  and  he  would  be  glad  to 
learn  further  details  from  him.  She  was  suffering  from  in- 
termittent melancholia.  The  attacks,  however,  did  not  syn- 
chronise with  menstruation.  Attacks  at  first  lasted  from  four 
to  fifteen  days,  but  they  became  longer  towards  the  end  of 
last  year,  one  having  lasted  from  November  to  January. 
When  well  she  was  a  bright,  cheerful  girl,  but  when  she  had 
these  attacks  she  was  prodigiously  sulky.  The  melancholia 
was  religious.  During  the  attacks  the  pulse  went  down  to 
fifty-four  per  minute,  the  normal  rate  being  seventy-six.  She 
had  taken  laudanum  formerly,  and  had  masturbated  from  the 
age  of  nine  to  fourteen.  He  examined  the  pelvis,  and  found 
that  the  left  ovary  was  enlarged  and  tender,  the  right  being 
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less  so.  He  was  frequently  asked  by  the  girl  herself  to 
operate,  and  in  February  of  this  year,  after  an  attack  had 
passed  off,  he  removed  the  appendages,  when  he  found  the 
left  ovary  larger  than  the  right,  and  both  studded  with  small 
cysts.  He  had  not  had  any  information  of  late  as  to  the 
patient's  present  condition.  She  was  apparently  cured  after 
the  operation,  was  cheerful,  and  had  no  apprehension  of  any 
recurrence  of  the  attacks. 

He  was  convinced  that  masturbation  was  far  more 
common  in  females  than  was  supposed,  and  with  regard  to 
ovariotomy — in  spite  of  what  had  been  said  by  a  well-known 
ovariotomist  at  another  Society — he  had  not  found  the  re- 
moval of  the  ovaries  to  have  any  effect  in  lessening  the 
sexual  appetite.  No  operation  had  so  marked  a  beneficial 
effect  in  these  cases  as  clitoridectomy.  When  this  operation 
failed  it  was  probably  because  it  had  not  been  done  as  freely 
as  had  been  recommended.  With  regard  to  Dr.  Fenton's 
remark  as  to  a  case  of  apparent  exacerbation  after  operation 
he  observed  that  all  major  operations  involved  some  excite- 
ment of  the  nervous  system,  and  he  mentioned  the  case  of  a 
woman  who  developed  a  violent  attack  of  delirium  tremens 
after  undergoing  ovariotomy.  In  spite  of  what  had  been  said 
he  still  thought  that  in  many  cases  of  mental  disturbance  or 
even  mental  disease  an  examination  of  the  pelvic  organs  was 
desirable,  if  only  to  eliminate  those  organs  from  the  diagnosis 
— not  so  much,  perhaps,  with  regard  to  tumours  of  the  uterus 
as  in  cases  of  disease  of  the  ovaries,  especially  as  the  latter 
condition  might  escape  attention  except  at  the  hands  of  a 
trained  gynaecologist. 

Dr.  Hugh  Fenton  observed  that  the  general  opinion  of 
the  alienists,  though  originally  of  great  expectations,  seemed 
to  be  one  of  disappointment.  They  had  anticipated  great 
things  from  the  pelvic  examination  of  their  female  patients, 
and  after  several  years'  experience  they  had  come  to  the  con- 
clusion that  it  led  to  very  little  being  done.  Though  that 
might  be  true  of  the  past  he  did  not  think  that  it  would  be 
true  of  the  future  with  the  present  knowledge  of  the  pelvic 
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organs  and  their  functions,  and  their  extending  experience  of 
what  the  result  was  to  the  female  when  she  was  deprived  of 
certain  of  her  organs  of  reproduction.  After  reviewing  their 
results  he  thought  that  great  good  would  eventually  result  if 
gynaecologists  and  alienists  worked  hand  in  hand  in  the  field 
of  enquiry.  He  instanced  as  the  direction  in  which  research 
might  be  made  the  value  of  various  forms  of  hallucination. 
Dr.  Savage  had  called  attention  to  certain  hallucinations  of 
smell  with  which  was  invariably  associated  some  disordered 
function  of  the  generative  apparatus.  He  suggested  that 
there  might  be  other  symptoms  which  by  closer  examination 
would  be  found  to  help  them  to  decide  the  matter,  when  to 
interfere  with  the  pelvic  organs  and  when  to  let  them  alone. 
Dr.  Savage  related  the  case  of  a  lady  with  dementia  and 
hallucinations  of  smell  on  whom  oophorectomy  had  been 
performed,  and  this  hallucination  disappeared  though  the 
other  symptoms  did  not.  He  said  that  no  one  who  studied 
women  or  who  was  thrown  amongst  them  and  had  to  observe 
them  could  possibly  overlook  the  fact  that  at  certain  sexual 
crises  they  were  liable,  with  very  slight  determining  causes,  to 
have  their  mental  balance  overthrown,  as,  for  instance,  at 
puberty,  marriage,  maternity,  and  the  menopause.  When 
they  bore  these  facts  in  mind  it  was  impossible  to  disassociate 
mental  disorders  in  the  female  from  her  sexual  functions. 
This  was  certainly  the  case  to  a  much  more  marked  extent 
than  in  the  male.  Many  points  of  interest  had  been  raised 
upon  which  he  would  have  liked  to  touch,  but  time  did  not 
allow  of  it.  Dr.  Savage  had  alluded  to  the  condition  of 
eunuchs  as  a  sort  of  parallel  question  to  that  of  women  minus 
their  ovaries,  but  he  was  in  reality  comparing  things  which 
were  quite  unlike.  In  eunuchs  the  testicles  were  removed 
during  childhood,  and  consequently  growth  and  development 
were  profoundly  influenced.  When  the  ovaries  were  removed 
development  was  complete  and  the  functions  were  in  proper 
working  order,  so  that  there  was  no  risk  of  altering  the  dis- 
position or  the  appearance  of  a  woman.  As  to  the  connexion 
of  masturbation  with  insanity,  he  asserted  that  many  women 
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whose  mental  balance  was  seriously  disturbed  and  who  were 
on  the  point  of  becoming  absolutely  maniacal  or  demented,  in 
many  instances  undoubtedly  masturbated,  and,  to  say  the  least 
of  it,  rendered  their  condition  much  worse,  but  which  was 
cause  and  which  effect  none  could  tell.  If  they  could  abate  this 
symptom  they  must  be  doing  good  and  promoting  recovery. 
The  value  of  removing  the  ovaries  in  well-selected  cases  was 
yet  on  its  trial.  He  mentioned  one  case  in  which  he  had 
removed  the  ovaries  for  mental  disturbance.  The  lady  was 
married  to  a  gentleman  much  older  than  herself,  and  she 
happening  to  be  a  woman  of  fine  physique  and  strong 
passions  her  husband  proved  to  be  physically  incapable  of 
satisfying  her  too  frequent  demands.  Eventually  she  became 
subject  to  sexual  paroxysms  associated  with  manifestations 
of  violence,  during  which  she  broke  furniture,  injured  those 
about  her,  and  so  forth.  She  had  been  under  the  care  of  his 
predecessor.  Dr.  Palfrey,  for  some  years,  and  in  order  to  get 
her  away  from  all  that  might  excite  these  outbreaks  he  got 
her  to  come  into  the  London  Hospital,  where  he  removed  the 
labia  minora,  which  were  enormously  hypertrophied.  She 
had  one  of  the  fits  whilst  in  the  hospital  and  ran  down  out  of 
the  ward  and  into  the  street  in  her  night-dress.  She  subse- 
quently left  the  hospital  and  came  under  his  (Dr.  Fenton's) 
care.  He  decided  to  remove  the  ovaries,  after  explaining  the 
operation  was  purely  empirical.  In  spite  of  her  having  a  fit 
of  mania  within  twenty-four  hours  of  the  operation,  during 
which  she  tore  off  the  dressings  and  sat  up  in  bed  and 
assaulted  her  nurse,  she  did  perfectly  well.  That  was  nearly 
six  years  ago,  and  he  had  seen  very  little  of  her  since  until 
the  preceding  week,  when  he  had  ascertained  that  the  par- 
oxysms had  been  very  few  in  number,  the  intervals  between 
having  gradually  become  longer  and  longer,  only  one  or  two 
a  year,  and  when  they  did  occur  they  were  shorter  and  less 
severe.  He  thought  that  this  case  would  serve  as  a  precedent 
Her  age  was  thirty-two  when  the  operation  was  performed. 

Dr.  Percy  Smith  pointed  out  that  hallucinations  of  smell, 
&c.,  occurred  in  males  as  well  as  females,  and  were  frequently 
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associated  with  alcoholism  and  epilepsy.  Such  hallucinations 
were  frequently,  but  not  necessarily,  associated  with  disorders 
of  the  generative  organs. 

With  regard  to  symptoms  which  might  be  associated 
with  disorders  of  the  pelvic  organs  coinciding  with  insanity, 
amenorrhoea  ought  first  to  be  mentioned.  This  was  present 
in  nearly  all  cases  of  acute  insanity,  but  the  amenorrhoea  was 
certainly  as  a  rule  only  a  symptom  of  the  general  disorder 
and  not  dependent  upon  local  disease.  He  held,  therefore 
that  to  examine  the  uterus  of  every  woman  who  came  into 
an  asylum,  especially  the  single  women,  would  be  hardly 
justifiable.  One  was  frequently  consulted  on  this  point,  and 
he  mentioned  the  case  of  the  girl  who  had  an  attack  of  acute 
melancholia  of  six  months'  duration  who  recovered  as  regards 
the  mental  condition,  but  menstruation  did  not  return.  Her 
friends  wrote  suggesting  the  desirability  of  local  treatment, 
but  he  did  not  think  fit  to  adopt  the  suggestion  and  the  result 
justified  his  reserve.  Then  again  in  puerperal  cases,  amen- 
orrhoea persisted  for  some  time,  and  recovery  would  only 
be  complete  when  menstruation  returned.  There,  too,  local 
treatment  would  as  a  rule  do  no  good.  He  also  alluded  to 
the  case  of  an  adolescent  girl  who  had  menstruated  regularly, 
but  she  broke  down  mentally,  and  this  was  associated  with 
amenorrhoea.  The  friends  wrote  him  an  extraordinary  letter 
saying  they  were  convinced  by  the  movements  of  her  mouth 
there  was  some  constriction  about  the  womb  for  which  she 
ought  to  be  operated  upon.  She  had  previously  been  taken 
to  a  hospital  for  women,  and  there  they  were  told  that  it 
would  be  absolutely  necessary  to  dilate  the  cervix.  The 
general  practitioner,  however,  under  whose  care  she  had  been, 
disagreed  with  the  advice  and  sent  her  to  Bethlem.  The 
patient  had  a  further  attack  of  mental  disease  there,  and  then 
recovered  from  both.  Two  or  three  years  later  she  broke 
down  again,  but  of  course  this  was  common  enough  in 
adolescence.  Some  cases  of  masturbation  were  certainly  due 
to  local  causes,  but  in  many  cases  it  was  merely  a  symptom 
of  loss  of  control  associated  with  mental  disease.     In  such 
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cases  the  treatment  should  be  directed  to  drawing  the 
patient's  attention  from  her  genitals.  He  mentioned  the  case 
of  a  young  girl  described  as  an  inveterate  masturbator  who 
became  melancholic.  They  ascertained  that  clitoridectomy 
had  been  performed  without  any  effect  in  modifying  the 
habit,  and  it  was  suggested  that  oophorectomy  should  be 
performed.  He,  however,  decided  not  to  meddle  any  fur- 
ther and  trusted  to  general  treatment,  and  she  eventually 
recovered  completely  and  ceased  to  masturbate.  With 
regard  to  uterine  displacements  in  association  with  insanity 
he  had  very  little  experience  about  the  slighter  forms 
of  mental  disease  being  cured  on  the  displacement  being 
relieved,  for  such  cases  did  not  come  into  asylums  for 
the  insane,  but  he  did  meet  with  cases  of  considerable 
displacement  of  the  uterus  which  had  been  remedied  without 
preventing  the  breakdown,  and  in  which  insanity  super- 
vened even  while  undergoing  the  treatment.  He  alluded  to 
a  case  in  which  the  mental  breakdown  occurred  while  the 
patient  was  actually  in  a  hospital  for  women.  A  pessary 
had  been  inserted  but  was  removed  as  a  possible  source  of 
excitement.  No  local  treatment  was  resorted  to  at  the 
Bethlem  Hospital,  and  she  ultimately  recovered.  In  another 
case  from  the  Chelsea  Hospital  in  which  insanity  broke  out 
while  under  treatment,  she  also  recovered  without  further 
local  treatment.  The  same  remarks  applied  to  prolapse  of 
the  uterus  when  coinciding  with  insanity.  He  mentioned  an 
interesting  case  in  a  woman  who  had  puerperal  fever  after 
her  first  child,  and  ever  afterwards  at  each  confinement  she 
got  under  the  impression  that  something  wonderful  was 
going  to  happen — in  fact,  her  uterus  became  the  centre  of  her 
life.  After  the  fifth  child  a  severe  attack  of  melancholia 
occurred  and  she  was  a  year  in  the  hospital,  being  at  present 
out  on  leave  of  absence.  In  that  case  too  the  uterus  was 
judiciously  neglected,  menstruation  had  returned,  and  she 
was  better  again.  Another  case  was  admitted  after  having 
undergone  Alexander  Adams'  operation.  Fourteen  days 
after  leaving  the  hospital  for  women  she  became  maniacal 
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and  was  admitted  to  Bethlem  but  recovered  without  any 
local  treatment.  With  regard  to  oophorectomy  he  knew  of 
one  case  admitted  to  Bethlem  two  or  three  months  after  the 
patient  had  been  operated  upon,  and  she  had  developed  an 
acute  attack  of  melancholia.  The  operation  was  performed 
on  the  ground  that  the  patient  seemed  worse  at  the  time  of 
her  periods,  but  the  mental  symptoms  were  aggravated 
instead  of  being  improved.  She  remained  eight  months  in 
the  hospital  and  then  recovered  perfectly. 

With  regard  to  Dr.  Barnes'  suggestion  to  examine  the 
uterus  in  all  cases  of  puerperal  insanity,  he  observed  that  it 
was  often  impossible  to  examine  the  uterus  in  a  violent 
patient,  and  he  doubted  whether  it  would  be  justifiable  in  any 
such  case  to  do  much  in  the  way  of  local  treatment.  Speak- 
ing generally,  one  did  not  make  a  practice  of  examining  the 
pelvic  organs  in  cases  of  puerperal  insanity,  unless  there 
were  special  indications  of  something  wrong.  Moreover,  80 
per  cent,  of  the  cases  recovered  without  any  sort  of  local 
treatment.  It  was  impossible  to  go  into  all  the  varieties  of 
insanity  associated  with  disordered  sexual  functions;  many 
of  them,  however,  recovered  without  local  treatment.  He 
said  that  it  might  be  thought  from  his  remarks  that  they  did 
not  examine  the  uterus  at  all,  but  this  was  not  so.  He  men- 
tioned the  case  of  a  patient  with  menorrhagia,  who  was 
examined  and  was  found  to  have  chronic  enlargement  of  the 
uterus.  Dr.  Galabin  had  scraped  out  the  uterus,  and  the 
patient  recovered,  but  the  improvement  in  the  mental  con- 
dition had  begun  before  the  operation.  He  quoted  the  case 
of  an  old  woman  who  had  the  delusion  that  she  was  nightly 
ravished,  and  Dr.  Cullingworth  was  asked  to  ascertain 
whether  there  was  any  local  cause  for  it,  but  nothing  was 
found.  This  confirmed  their  impression  that  the  condition 
was  a  psychical  one. 

Dr.  Macnaughton  Jones  said  that  no  gynaecologist  of 
any  experience  could  have  any  doubt  as  to  the  association 
between  certain  minor  conditions  of  mental  disturbance  and 
disease  of  the  sexual  organs.     As  to  the  proportion  of  these 
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cases  that  directly  led  up  to  more  serious  disturbance  of 
function,  and  to  true  forms  of  insanity,  he  believed  that  it  had 
never  been  made  out.  There  was  a  mystery  about  it,  and 
nothing  that  had  been  said  bore  on  the  point.  So  far  as  his 
own  personal  experience  went,  he  had  seldom  been  able  to 
trace  the  connection  as  cause  and  effect.  There  were  doubt- 
less exceptions,  however,  to  the  general  experience.  He 
mentioned  the  case  of  a  lady  suffering  from  fibroid  tumour, 
who  had  a  fixed  delusion  that  during  an  examination  the 
uterus  was  dragged  from  its  position  and  inverted,  giving  rise 
to  a  condition  from  which  she  had  never  recovered.  Another 
case  was  one  of  retroflexion  with  enlargement  of  the  ovaries. 
This  enlargement  was  periodical.  The  lady  was  thirty  years 
of  age  when  she  came  under  his  care.  The  retroflexion  was 
reduced,  but  the  ovaries  did  not  diminish  in  size,  and  she 
remained  under  treatment  for  some  time.  Her  case  was, 
however,  not  severe  enough  to  warrant  oophorectomy.  She 
suffered  from  melancholia  and  delusions  regarding  her 
parents.  The  uterus  was  replaced  ;  the  ovaries  gradually 
reduced  in  size.  She  has  quite  recovered.  He  wished  to 
emphasize  one  sentence  in  Dr  Barnes'  paper  in  which  he 
alluded  to  an  antecedent  nervous  condition  as  predisposing  to 
the  graver  forms  of  insanity.  This  was  just  such  a  case.  He 
did  not  think  that  it  would  be  possible  to  point  to  any  parti- 
cular disturbance  of  the  pelvic  viscera  which  led  to  insanity. 
He  had  examined  cases  several  times  in  which  there  were 
hallucinations  or  delusions  without  being  able  to  detect 
anything  wrong.  Dr.  Barnes  spoke  of  an  initial  process  in 
insanity,  viz.,  thrombosis,  and  he  said  that  certain  conditions 
of  the  sexual  organs  would  conduce  to  such  a  state.  The 
fact  had  frequently  struck  him  as  peculiar  that  while  they 
'  had  often  marked  general  nervous  conditions,  as,  for  instance, 
affections  of  the  spinal  cord,  retina  and  auditory  nerve,  which 
testified  to  direct  local  congestion  and  the  previous  occurrence 
of  thrombi,  and  though  they  had  these  marked  material 
evidences  of  correlative  results  following  upon  certain  pelvic 
disorders,  they  were  not  associated  with  that  degree  of  mental 
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disturbance  which  amounted  to  insanity.  On  the  preceding 
day  he  had  been  called  to  a  lady,  who  four  years  ago  had 
received  a  shock  during  a  pregnancy.  She  was  confined  in 
due  course,  but  from  the  time  of  the  shock  her  vision  began 
to  fail.  She  had  now  double  optic  neuritis.  After  labour 
the  catamenia  did  not  return,  and  she  had  not  menstruated 
for  three  years ;  she  had  been  treated  for  retroversion.  She 
experienced  at  the  present  time  those  hallucinations  of  smell 
alluded  to  by  Dr.  Savage;  there  were  exaggerated  reflexes 
and  every  evidence  of  distinct  disturbance  of  the  nervous 
system,  but  no  symptom  of  any  serious  aberration  of  the 
mind.  His  opinion  had  been  greatly  strengthened  by  the 
direct  answer  of  Dr.  Bantock,  that  with  all  the  ovariotomies 
he  had  performed,  and  with  his  large  experience  of  ovarian 
disease,  he  had  not  been  able  to  trace  any  connection  in  a 
single  case  between  these  ovarian  conditions  and  any  seriously 
disordered  mental  function.  He  did  not  think  the  discussion 
had  thrown  much  light  on  the  real  correlation  existing,  and 
as  to  the  deductions  to  be  drawn.  It  would,  however,  do 
much  practical  good  by  leading  to  a  record  of  cases  and 
more  accurate  observation  on  such  associations. 

Dr.  Lankford  (of  Virginia,  U.S.A.),  gave  the  results  of 
the  experience  at  three  asylums  in  Virginia,  two  for  white 
persons  and  one  for  coloured  people,  between  the  years  1882 
and  1887,  and  they  were  distinctly  unfavourable. 

Dr.  Barnes,  in  reply,  said  that  the  various  speakers  had 
answered  the  questions  that  had  been  put,  and  the  object  of 
his  paper  had  been  achieved  in  calling  forth  so  many  able 
commentaries  thereon.  That  was  his  best  excuse  for  bringing 
forward  a  paper  on  the  subject.  It  challenged  inquiry  and 
invited  statements  bearing  on  the  results  of  experience.  His 
object  was  to  institute  a  comparison  between  the  views  in  all 
branches  of  the  profession  on  the  subject.  It  was  quite  cer- 
tain that  no  gynaecologist  could  be  thoroughly  alive  to  all  the 
bearings  of  the  subject  in  its  relations  to  insanity ;  nor  could 
the  specialist  in  insanity  be  expected  to  know  what  the 
gynaecologist  knew.     There  was  one  fact  which   he  might 
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state  as  an  encouragement  to  persevere  in  the  inquiry.    It  had 
been  said  that  nothing  much  had  come  of  the  discussion ;  but 
that  on  the  other  hand  there  may  be  cases  of  disease  which 
did  not  burst  out  into  open  insanity.     To  those  who  were  dis- 
appointed he  would  say  that  surgical  gynaecology  had  only 
been  known  for  the  last  twenty  years,  and  there  had  been 
no  time  to  enlarge  upon  these  points.     The  objection   had 
been  urged  that  they  had  no  great  body  of  facts  to  bear  out 
their   contention,  but   these   would  come  with  time,  though 
he  was  not  sanguine  as  to  succeeding  in  curing  the  greater 
number  of  cases   of  insanity   by   gynaecological   treatment. 
Still  there    were   a   large   number  of  cases  which  might  be 
relieved  pro   ta?ito.     He   pointed   out   that   they  were  daily 
applied  to  by  numbers  of  women  for  the  relief  of  disorders  of 
the  sexual  organs,  and  they  came  because  they  suffered  ;  and 
he  asked  why  insane  patients  should  not  receive  whatever 
relief  could  be  afforded  as  well  as  the  others.      Did  they  not 
suffer  like   their   sisters  ?     The  treatment   of    such   diseases 
might  often  be  undertaken  quite  independently  of  any  idea  of 
curing   the  mental  condition,  but  simply  for  the  purpose  of 
relieving  physical  distress.     That  alone  was  enough  to  justify 
further  inquiry.     He  was  very  much  interested  in  what  Dr. 
Percy  Smith  had  said.     He'had  investigated  it  fairly  in  some 
respects,  but  he  recommended  him  to  pursue  the  inquiry  and 
open  his  mind  to  the  possibility  of  the  more  frequent  associa- 
tion of  mental  disease  with  sexual  disorder.     Dr.  Savage  was 
against  inducing  premature  labour  in  women  who  were  insane. 
That  would  depend  upon  whether  the  insanity  came  on  in  the 
course  of  pregnancy  (and  it  was  scarcely  likely  to  come  on 
before).     Dr.   Savage  said  he  had  seen  several  cases  of  in- 
sanity in  which  premature  labour  occurred  without  any  benefit, 
but  he  (Dr.  Barnes)  would  point  out  that  there  was  a  great 
difference   between  inducing  it   and   allowing  it  to  come  of 
itself.     The  condition  might  become  incurable  in  the  interval. 
His  own  experience  had  been  against  Dr.  Savage's  conclusion. 
He  had  seen  cases  in  which  he  had  afterwards  been  grieved 
not  to  have  had  the  courage  to  induce  premature  labour,  for 
they  had  gone  on  from  bad  to  worse  and  some  died.    He  had 
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induced  premature  labour  in  a  number  of  cases  with  the  hap- 
piest results.  When  pregnancy  was  complicated  with  any 
disease  which  might  or  might  not  be  removable,  their  duty 
was  to  remove  onefactor  of  the  morbid  condition — the  one  that 
could  be  most  readily  attacked,  and  that  was  often  the  preg- 
nancy. It  reacted  upon  the  entire  organism,  and  the  chances 
of  the  patient  getting  better  were  considerably  enhanced.  He 
urged,  therefore,  that  this  ought  to  be  done  in  suitable  cases. 
He  believed  that  in  many  cases  of  masturbation  it  was  impos- 
sible to  detect  any  local  lesion,  but  that  was  no  reason  for  not 
endeavouring  to  ascertain  the  existence  of  such  a  cause. 
The  point  that  had  been  raised  as  to  the  perversion  of  smell 
was  interesting,  and  it  was  sometimes  associated  with  hal- 
lucinations of  the  sight,  &c.  The  curious  case  narrated  by 
Dr.  Savage,  of  women  assuming  masculine  attributes,  and 
vice  versd,  illustrated  one  of  the  difficulties  with  which  tHey 
had  to  contend.  That  the  phenomenon  was  sometimes  asso- 
ciated with  degeneration  or  imperfect  development  of  the 
generative  organs  had  been  known  more  or  less  for  years, 
before  eunuchs  or  spayed  women  were  known.  Might  not 
the  classical  history  of  Tiresias  be  called  to  mind  ?  He  would 
not  discuss  the  question  of  clitoridectomy.  What  he  had 
seen  of  it  in  Baker  Browne's  time  was  not  at  all  satisfactory. 
At  the  same  time  there  might  be  cases  calling  for  it.  In 
reference  to  the  fifteen  cases  of  oophorectomy  mentioned  by 
their  American  visitor,  he  observed  that  the  cases  seemed  to 
have  been  taken  somewhat  indiscriminately,  and  of  course  no 
good  result  could  be  expected  unless  there  was  a  distinct 
indication  for  operation.  Dr.  Tuke  was  disappointed  at  the 
view  taken  by  gynaecologists  in  reference  to  insanity. 
He  reproached  them  with  not  doing  enough;  but  he  said 
they  were  on  the  way,  and  with  his  enlightened  liberality  of 
views  it  would  go  on  to  elicit  more  practical  information. 
The  point  which  was  really  of  importance  was  that,  although 
they  had  a  number  of  cases  of  uterine  disease  which  did 
not  culminate  in  insanity,  many  went  very  near  it,  and  were 
saved  by  timely  treatment. 
The  Society  then  adjourned. 
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An  Ideal  Operatmi  for  the  Cure  of  Redocele.  By  HORACE 
Tracy  Hanks,  M.D.,  New  York  City,  Professor  of 
Diseases  of  Women,  New  York,  Post-graduate  School 
and  Hospital,  Surgeon  to  the  Women's  Hospital. 

I  have  been  pleased  with  my  results  in  the  use  of  catgut 
buried  sutures  in  gynaecological  work  as  advocated  by  Dr. 
Martin.  We  are  now  as  sure  of  getting  as  good  an  article  of 
catgut  as  we  were  formerly  certain  of  getting  only  a  poor 
quality.  For  three  years  I  have  experimented  with  the  cat- 
gut buried  sutures  in  operating  upon  the  posterior  wall  of  the 
vagina  for  the  cure  of  rectocele.  My  results  have  gradually 
improved,  and  to-day  this  condition  does  not  seem  the  formid- 
able lesion  which  at  one  time  I  considered  it.  Surely,  when 
results  have  been  so  imperfect  in  the  past,  we  are  justified  in 
reaching  out  for  better  things,  because  here  std  non  proficit 
deficit. 

We  certainly  have  made  improvements  in  the  suture 
material  and  in  the  manner  of  making  the  denudation.  The 
results  of  my  later  operations  have  fully  justified  me  in 
making  this  statement. 

I  claim  no  priority  in  advocating  certain  steps  which  I 
take  in  the  operation  which  I  now  describe.  I  have  learned 
much  from  Dr.  Martin  about  the  suture  material,  from 
Dr.  Emmet  about  suturing  the  vaginal  wall,  and  from  Mr. 
Tait  about  flap  splitting,  and  making  the  weakest  part  before 
the  operation,  the  strongest  part  after  the  operation.  I  have 
combined  simple  principles,  as  worked  out  by  other  men,  and 
believe  that  if  we  adopt  them  in  operating  for  the  cure  of 
rectocele,  this  condition  will  no  longer  be  the  bete  noir  of  the 
gynaecologist. 
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I  thoroughly  prepare  my  patient  before  operating.  It 
is  better  to  wait,  even  four  weeks,  rather  than  to  operate  when 
she  is  convalescing  from  some  disease,  or  only  half  recovered 
from  some  previous  gynaecological  operation.  Her  bowels  are 
to  be  moved  daily  for  a  week,  using  saline  laxatives,  or  com- 
pound cathartic  pills  as  needed,  that  no  hardened  faecal  matter 
may  remain  in  the  lower  bowel.  I  insist  upon  the  most  rigid 
antiseptic  precautions  before  and  during  the  operation.  The 
patient  is  placed  in  the  usual  position,  after  the  anaesthetic 
is  administered,  an  assistant  on  either  side  steadying  each 
thigh.  I  invariably  stretch  the  sphincter  ani  thoroughly, 
that  under  no  circumstances,  for  the  present  at  least,  it  can 
contract  spasmodically,  and  cause  the  bulging  of  the  rectal 
pouch.  The  neglect  to  do  this  is  often  and  generally  the 
cause  of  failure.  If  the  uterus  is  easily  prolapsed  the  opera- 
tion on  the  posterior  wall  can  be  commenced  by  seizing  the 
posterior  lip  of  the  cervix  with  a  small  double  tenaculum  and 
drawing  it  towards  and  through  the  ostium  vaginae.  Press  it 
up  in  front  of  the  meatus,  then  with  another  tenaculum  in- 
serted into  the  tissue  just  above  the  anus  and  separating  the 
two  instruments,  the  posterior  wall  of  the  vagina  wholly 
exposed  is  kept  tense,  and  ready  for  the  median  incision. 

The  assistant  on  the  left  is  directed  to  hold  the  parts  thus, 
while  the  operation  is  proceeded  with.  If  the  uterus  cannot 
be  prolapsed  two  retractors  must  be  placed  laterally  in  the 
vagina,  and  the  two  double  tenacula  or  light  vulsella  forceps 
inserted,  the  one  at  the  apex  of  the  bulging  vagina,  and  the 
other  just  in  front  of  the  anus.  The  parts  thus  exposed,  the 
cutting  operation  should  be  begun  by  making  with  a  pair  of 
sharp-pointed  scissors  an  incision  from  below  upwards,  from 
the  vulsella  at  the  posterior  fourchette  to  the  instrument  above 
or  near  the  posterior  lips  of  the  cervix.  I  cut  deeper  at  the 
perineum,  down  nearly  to  the  sphincter,  and  only  through  the 
mucous  membrane  above,  as  the  thin  attenuated  tissue  at 
the  rectocele  is  reached.  I  dissect  back  to  the  right  and  left 
from  this  median  incision  between  the  two  double  tenacula. 
The  depth   of  this  dissection    must   necessarily  vary   with 
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different  patients,  but  in  all  cases  the  dissection  should  be  at 
least  an  inch  to  the  right  and  to  the  left  at  the  perineum,  and 
a  full  half-inch  to  the  right  and  to  the  left  at  the  point  of  most 
bulging,  and  from  here  to  the  distal  end  of  the  incision  a 
quarter  of  an  inch  only  will  be  required.  More  or  less  bleed- 
ing necessarily  follows,  but  with  constant  hot  water  irrigation 
and  fine  catgut  ligatures,  all  haemorrhage  ceases  or  is  checked 
quickly. 

Now  expose  the  parts  thoroughly  by  seizing  the  edges  of 
the  flaps  with  tenacula  and  decide  if  it  is  necessary  to  make 
more  or  any  changes  in  the  dissection.  Commence  suturing 
the  base  of  the  flaps  together  at  the  distal  extremity  of  the 
wound.  Use  a  No.  2  or  3  catgut,  well  prepared  and  sure  of 
lasting  six  days  before  absorption.  Use  a  strong,  sharp, 
small  needle,  slightly  curved  at  the  point,  about  two-thirds  of 
an  inch  in  length.  Commence  by  inserting  the  needle  at  the 
base  of  the  right  flap  in  the  wound,  near  the  upper  end  of 
dissection.  Pass  the  needle  downward  towards  the  rectum, 
then  turning  it  upwards  pass  it  into  and  catch  the  base  of  the 
flap,  and  then  commence  on  the  opposite  side  and  catch  up 
a  part  of  the  base  of  the  flap  (the  raw  surface  of  course),  then 
pass  it  downward  towards,  but  not  into  the  rectum,  then 
upwards  again  and  tie  the  suture.  The  same  process  is  to  be 
repeated  every  one-third  of  an  inch,  making  a  glover's  stitch 
after  the  first  suture  is  fastened.  As  the  region  of  the  peri- 
neum is  approached  two  rows  of  deep  sutures  can  be  made  if 
thought  necessary.  After  these  deeper  sutures  are  all  inserted 
the  free  edges  of  the  flaps  must  be  carefully  approximated  and 
held  with  tenacula  in  the  hands  of  the  assistants  and  fastened 
with  No.  I  catgut  glover's  stitch  suture.  In  closing  the  flaps, 
commence  at  the  distal  extremity  and  finish  at  the  new  pos- 
terior fourchette.  These  last  sutures  should  be  quite  near 
together. 

The  manner  of  inserting  the  deep  or  buried  (No.  3)  catgut 
suture  is  all  important.  The  needle  must  be  held  at  right 
angle  to  the  needle  holder  and  inserted  at  right  angles  to  the 
longitudinal  fibres  of  the  vagina,  or,  in  other  words,  parallel 
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to  the  circular  fibres  of  the  vagina.  If  the  needle  is  inserted 
in  an  opposite  direction,  so  much  of  the  base  of  the  flap  will 
be  strangulated  that  sloughing  will  surely  follow  from  ligation 
of  the  small  arteries  in  this  locality. 

When  the  operation  is  finished  the  rectocele  has  entirely 
disappeared,  and  on  the  floor  of  the  vagina  is  a  ridge,  or  rib, 
which  prevents  all  bulging  in  this  locality.  Later,  when  the 
healing  process  is  completed,  this  ridge  or  rib  will  prevent  the 
accident  occurring  again,  unless  under  unusual  provocation. 

The  after-treatment  consists  in  giving  the  patient  good 
nutritious  food,  in  moderate  quantity  frequently,  with  some 
saline  laxatives — often  combining  a  teaspoonful  of  sulphur 
with  the  other  laxatives.  Under  no  circumstances  must  the 
patient  be  allowed  to  strain  at  stool.  I  impress  this  im- 
portant rule  upon  all  my  patients. 

My  results  have  been  greatly  improved  since  perfecting 
this  course  of  treatment. 

Hoping  that  there  may  be  some  suggestions  which  may 
help  others  who  have  had  less  opportunity  to  experiment  in 
this  line  of  work,  and  who  are  over  anxious  because  of  past 
failures,  is  my  only  excuse  for  presenting  this  short  paper. 

New  York,  August  yth,  1890. 
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Annual  of  the  Universal  Medical  Sciences:  A  Yearly  Report 
of  tite  Progress  of  the  General  Sanitary  Sciences  through- 
out the  World.  Edited  by  Charles  E.  Sajous,  M.D., 
and  seventy  Associate  Editors,  assisted  by  over  two 
hundred  corresponding  Editors,  collaborators  and  cor- 
respondents. Illustrated  with  Chromo-Lithographs,  En- 
gravings and  Maps.  F.  A.  Davis,  Publisher,  Philadel- 
phia, New  York,  Chicago,  Atlanta  and  London,  1890. 

The  editor  of  this  laborious  and  exhaustive  work,  which 
is  now  looked  forward  to  with  interest  every  year  by  the 
whole  medical  profession,  has  had  to  encounter  unusual  and 
unforeseen  difficulties  in  the  preparation  of  this  year's  Annual. 

He  states  in  the  preface  that : — "  The  preparation  of  this 
year's  Annual  was,  indeed,  an  arduous  task,  over  one  half  of 
the  editorial  staff  having  been  prostrated  by  the  epidemic  of 
influenza,  which  prevailed  at  the  time  the  several  sections 
were  to  be  written.  This,  combined,  with  illness  among  the 
assistants  of  the  central  department,  rendered  it  impossible 
to  finish  the  work  as  promptly  as  usual.  While  craving  the 
indulgence  of  the  readers  of  the  work,  the  chief  editor  wishes 
to  impress  them  with  the  fact  that  everything  possible  was 
done  to  avoid  the  twenty  days'  delay,  and  that  words  can 
hardly  express  his  gratitude  to  the  members  of  the  associate 
staff ;  several  of  those  undertook  their  laborious  tasks  when 
hardly  able  to  leave  their  beds." 

The  improvements  in  this  year's  issue  mainly  consist  in 
the  creation  of  departments  on  subjects  heretofore  considered 
under  general  heads.  Syphilis,  for  instance,  under  the  editor- 
ship of  Professor  J.  William  White,  of  Philadelphia,  appears 
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as  a  special  section,  replete  with  information  that  could 
hardly  otherwise  be  presented  satisfactorily.  Surgical  My- 
coses, edited  by  Professor  Ernest  Laplace,  of  Philadelphia, 
is  another  subject  so  treated,  while  that  of  Thoracic  Sur- 
gery, by  Professor  J.  McFaddcn  Gaston,  of  Atlanta,  forms 
a  special  department,  the  value  of  which  will  become  ap- 
parent. Several  sections  will  be  found  to  have  under- 
gone modification  of  value  to  the  general  practitioner. 
That  of  Oral  Surgery,  under  Dr.  R.  Matas,  of  New  Orleans, 
will  be  found  to  contain  a  review  of  the  minor  surgery 
of  the  teeth,  limited  in  extent  to  the  necessities  of  the 
physician.  The  department  of  Orthopaedic  Surgery,  under 
Professors  Lewis  A.  and  Reginald  H.  Sayre,  of  New  York, 
has  also  been  extended  in  scope  ;  while  that  of  Bacteriology, 
under  Dr.  Harold  C.  Ernst,  of  Boston,  has  received  consider- 
ably more  space.  The  section  of  Therapeutics,  by  Dr.  J.  P 
Croger  Griffith,  and  H.  W.  Callell,  also  contains  a  resume 
of  the  therapeutical  application  of  hypnotism. 

The  review  which  is  presented  of  the  work  done  in  gynae- 
cology throughout  the  world  during  the  past  year  is  complete, 
and  omits  nothing  of  the  smallest  importance  or  interest. 
As  we  ourselves  take  note  of  nearly  everything  that  appears 
in  gynaecology,  we  are  in  a  position  to  make  this  statement. 
We  strongly  advise  every  medical  man  who  wishes  to  possess 
a  true  mirror  of  medical  and  surgical  progress  to  purchase  a 
copy  of  this  most  admirable  work. 

Sterility  in  Women,  including  its  Causation  and  Treatment. 
By  Arthur  W.  Edis,  M.D.,  F.R.C.P.,  Senior  Physician 
to  the  Chelsea  Hospital  for  Women,  late  Obstetric 
Physician  to  the  Middlesex  Hospital.  With  thirty-three 
Illustrations.     H.  K.  Lewis,  London. 

When   Dr.  Edis  published  his  "  Manual  of  Diseases   of 
Women  "in  1881,  he  gave  a  short  account  in  it  of  sterility. 
As  the  second  edition  has  now  been  out  of  print  some  years 
he  has  reproduced  that  portion  of  his   work   dealing  with 
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sterility  with  considerable  additions.  He  has  embodied  the 
treatment  of  most  of  the  important  conditions  generally  met 
with  preventing  conception.  A  series  of  cases  illustrating 
the  method  of  treatment,  both  in  primary  and  acquired 
sterility,  has  been  appended.  Some  of  the  figures  given  by 
Dr.  Edis  are  of  interest.  He  says  : — "  A  certain  number  of 
women  in  every  community  will  be  found  to  be  so  [sterile]. 
Among  495  marriages  in  the  British  peerage,  81  were  unpro- 
ductive, or  I  in  6^  were  without  any  family — that  is,  about 
17  per  cent.  Of  675  marriages  among  the  agricultural  and 
seafaring,  65  were  sterile,  or  about  i  in  10."  The  author  has 
produced  a  thoroughly  practical  book.  It  is  evidently  the 
work  of  one  speaking  from  large  and  extended  experience. 
The  long  list  of  causes  of  sterility  is  carefully  set  forth.  As 
regards  the  treatment  of  these  conditions,  the  author  is  very 
careful  to  enter  into  all  details  necessary  to  secure  success. 
The  illustrations  are  all  to  the  point.  The  work  will  be  read 
with  profit  alike  by  the  gynaecologist  and  the  practitioner. 
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Louis  Adolphe  Neugebauer,  M.D. 

Louis  Adolphe  Neugebauer,  M.D.,  Councillor  of 
State,  Professor  of  Gynaecology  at  the  University  of  Warsaw, 
Physician  to  the  Hospitals  of  the  Trinity  at  Kalisz  (1850  to 
1855),  the  Infant  Jesus  at  Warsaw  (1858  to  1862),  of  the  Holy 
Ghost  at  Warsaw  (1862  to  1890),  and  of  the  Red  Cross,  at 
Warsaw,  died  suddenly  at  Berlin  on  the  9th  of  August,  1890. 
His  death  took  place  one  hour  after  the  last  meeting  of  the 
Tenth  International  Medical  Congress.  He  was  dead  in  the 
arms  of  his  son.  Dr.  Francis  Neugebauer,  three  minutes  after 
an  attack  of  apoplexy. 

Although  he  had  attained  the  age  of  seventy  years,  and 
had  lost  the  sight  of  his  right  eye  through  cataract,  and  that 
his  general  health  had  not  been  good  for  some  months,  there 
was  no  reason  to  fear  such  a  speedy  end.  His  boundless 
love  for  the  progress  of  medical  science  drew  him,  old  as  he 
was,  to  the  Berlin  Congress,  whence  he  was  destined  never  to 
return.  He  had  passed  seventy  years  in  assiduous  work  full 
of  sacrifice  of  every  kind,  but  crowned  by  the  most  honour- 
able scientific  results.  He  will  long  be  remembered  in  his 
clientele  for  his  sympathetic  manner  and  his  profound 
knowledge  of  his  art.  The  scientific  world  and  the  universi- 
ties will  deplore  the  loss  of  a  talented  teacher  as  well  as  a 
successful  and  brilliant  operator.  Medical  science  in  Poland 
has  suffered  great  loss  in  Louis  Neugebauer,  who,  in  addition 
to  his  personal  practice  extending  over  a  period  of  more 
than  forty  years  as  accoucheur  and  gynaecologist,  had  taught 
his  art  to  several  generations  of  medical  men.  He  was  born 
at  Kalazis,  in  Poland,  on  the  6th  May,  1821.  He  studied  at 
Dorpat  and  at  Breslau,  where  he  took  the  degree  of  Doctor 
of  Medicine  and  Doctor  of  Obstetrics  in  1846,  after  having 
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won  three  gold  medals  by  three  of  his  theses.  He  then  took 
a  scientific  voyage  through  France,  where  he  followed  the 
lectures  of  Velpeau,  Malgaigne  and  Ricord.  Later  on  he 
was  with  Dieffenbach  at  Berlin.  Vienna,  Prague  and  Northern 
Italy  were  also  visited.  He  remained  during  a  period  often 
years  as  cJief  de  clinique  in  the  service  of  Professor  Betschler 
at  Breslau.  In  1850  he  returned  to  Poland,  where  he  com- 
menced his  laborious  and  conscientious  work,  which  resulted 
in  the  addition  to  medical  literature  of  no  less  a  number  than 
one  hundred  and  twenty-seven  published  works.  Among 
these  there  is  a  series  of  considerable  works,  as  well  as 
critical  communications  in  gynaecology,  and  studies  in  the 
history  of  medicine,  anthropology,  physiology,  surgery,  meteor- 
ology, botany.  The  British  Museum  in  London  possesses 
several  specimens  of  meteorite,  which  he  had  picked  up 
himself  in  the  environs  of  Rustusk  in  Poland. 

The  following  is  a  list  of  some  of  his  works  : — 

Systema  Venosum  Avium,  1845. 

The  Hospitals  of  Paris,  1848. 

On  the  Scientific  Collections  of  the  Jardin  des  Plantes  at 
Paris,  1848. 

On  the  Cholera,  1848. 

Duplex  body  in  a  Hare,  1854. 

Morphology  of  the  Umbilical  Cord,  1858. 

A  New  Speculum,  with  a  Complete  History  of  the 
Speculum,  1856.  This  was  published  in  French  by  his  son, 
Dr.  Francois  Neugebauer,  in  1884. 

Description  of  Human  Anatomy  after  Hyrtl,  with  illus- 
trations in  Polish,  i860. 

Studies  and  Experimental  Researches  on  the  Diaphano- 
scopy  of  the  Cavities  of  the  Human  Body,  1868. 

A  series  of  Ovariotomies  and  Hystromyotomies  which  he 
had  practised  after  a  special  journey  to  Spencer  Wells,  of 
London,  and  Koeberle  at  Strasbourg,  1868. 

We  may  here  mention  that  Louis  Neugebauer  was  the  first 
surgeon  who  performed  ovariotomy  in  Poland. 

A  series  of  Clinical  Communications  of  Urinary  Fistula, 
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of  which  he  had  performed  upwards  of  400,  by  the  aid  of  an 
instrument  invented  by  himself,  and  exhibited  later  on  with 
success  by  his  son.  1884. 

A  series  of  Monographs  on  Atresia  of  the  Genital 
Passages,  Inversion  of  the  Uterus,  Prolapse  of  the  Uterus,  the 
operation  of  Median-Colporrhaphy,  on  different  Tumours  of 
the  Genital  Organs,  different  Observations  in  Obstetrics,  and 
the  Kyphotic  Pelvis,  1 863. 

In  addition  to  his  bilvalve  and  trivalve  specula,  Louis 
Neugebauer  enriched  the  gynaecological  armamentarium  by 
the  addition  of  various  instruments  for  vesico-vaginal  fistulse, 
as  well  as  an  important  modification  of  the  midwifery 
forceps.  He  also  constructed  a  gynaecological  operating 
chair.  He  was  the  inventor  of  a  suture  by  pins  armed 
with  little  moveable  balls.  In  addition  to  published  works 
he  left  his  son  a  rich  gynaecological  library  and  a  series 
of  unpublished  manuscripts,  which  he  was  prevented  from 
finishing  by  his  cataract  Bibliographical  Index  of  Obstetrics 
and  Diseases  of  Women  from  Antiquity  down  to  present  Time ; 
On  the  Birth  of  Double  Monsters  ;  On  Foreign  Bodies  in  the 
Bladder ;  On  Labour  in  Aged  Women.  A  large  collection  of 
diagrams  and  entomology.  Endowed  with  a  genial  spirit 
and  extraordinary  vivacity,  Louis  Neugebauer  took  a  lively 
interest  in  all  branches  of  science  (nulla  dies  sine  linea). 

During  the  whole  of  his  life  he  collected  his  personal  obser- 
vations and  spent  his  leisure  moments  in  writing  them  down  and 
classifying  them  ;  he  thus  came  possessed  of  an  encyclopaedic 
knowledge  rarely  met  with  in  the  present  day.  Louis  Neuge- 
bauer was  in  personal  relation  with  the  whole  scientific  world, 
travelling  as  he  did,  year  by  year,  in  order  to  see  for  himself 
the  progress  of  science  of  each  nation.  He  knew  nearly  all 
the  great  towns  of  Europe,  their  hospitals,  their  medical  cele- 
brities and  their  peculiarities.  On  his  return  home  he  used  to 
classify  his  personal  impressions,  and  thus  left  an  autobio- 
graphy of  twenty-four  volumes  illustrated  by  a  large  number 
of  drawings.  He  had  read  a  paper  at  the  third  sitting  of  the 
Berlin  .Congress  on  "  The  Hydrostatic  Treatment  of  Chronic 
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Inversion  of  the  Uterus "  four  days  before  his  death.  It  is 
said  that  he  never  knew  leisure  or  repose. 

His  name  was  known  to  the  scientific  world  from  1856. 
He  was  a  member  of  thirty-four  different  medical  societies  in 
Europe  and  America,  and  it  was  only  ten  days  after  his  death 
that  the  diploma  of  honorary  member  of  the  Obstetrical 
Society  of  Edinburgh  was  sent  to  him.  He  was  called  from 
Kalisz  to  Warsaw  in  1857  to  teach  anatomy.  In  1859  he  began 
his  lectures  on  "  Midwifery  and  Diseases  of  Women,"  which 
he  continued  in  his  clinique  of  eight  beds  until  the  time  of  his 
death.  He  lectured  at  the  Medico-Chirurgical  Academy  at 
Warsaw,  then  at  the  principal  school,  and  lastly  at  the  uni- 
versity which  was  founded  1869,  after  having  learnt  the 
Russian  language  at  forty-eight  years  of  age.  In  18S9  he 
received  the  title  of  Doctor  of  Medicine  of  the  University  of 
Karkoff,  honoris  causa. 

Professor  Neugebauer  was  well  known  as  a  brilliant 
operator  as  well  as  a  keen  diagnostician.  It  may  be  said  that 
the  words  of  Horace  which  he  chose  as  motto  for  his  first 
thesis  apphed  with  singular  force  in  his  case — "  Est  quodam 
prodire  tenus,  si  non  datur  ultra." 


James  Matthews  Duncan,  M.A.,  M.D.,  LL.D.,  F.R.S. 

We  have  to  record  the  premature  death  of  one  of  the 
most  prominent  obstetricians  in  London.  He  was  a  native 
of  the  city  of  Aberdeen,  where  he  was  born  in  April,  1826. 
He  was  educated  at  Marischall  College  and  studied  medicine 
at  Edinburgh  and  Paris.  After  graduating  at  Aberdeen  he 
became  assistant  to  Sir  James  Simpson.  He  was  Physician 
to  the  Royal  Infirmary,  Edinburgh,  and  Lecturer  on  Mid- 
wifery. In  1857  he  gave  out  some  very  characteristic  opinions 
on  ovariotomy :  "  Is  ovariotomy  justifiable  or  not  ?"  The  British 
Medical  Journal  says  :— "  On  the  evidence  of  the  statistics  of 
that  time  he  condemned  ovariotomy,  and  much  later,  guided 
by  his  instincts,  which  were  essentially  those  of  a  conservative 
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teacher,  he  refused  to  teach  that  any  such  operation  was 
justifiable,  till  long  series  of  statistics,  furnished  by  reliable 
experts,  proved  that  the  risk  was  very  slight." 

Dr.  Matthews  Duncan  was  not  an  ovariotomist,  and  it 
is  not  therefore  surprising  that  he  was  unable  to  form  a  just 
appreciation  of  a  surgical  procedure  which  he  himself  did  not 
practise.  In  1866  his  work  on  "Fecundity,  Fertility,  and 
Sterility,"  appeared — the  foundation  of  his  Gulstonian  Lec- 
tures delivered  after  he  came  to  London. 

In  1868  he  published  his  "  Researches  in  Obstetrics."  At 
that  time  he  was  Lecturer  on  Midwifery  in  Surgeon's  Hall 
Medical  School ;  Physician  for  and  Clinical  Lecturer  on 
Diseases  of  Women  in  the  Royal  Infirmary.  In  1869  he  pub- 
lished a  practical  treatise  on  "  Perimetritis  and  Parametritis." 
The  following  works  from  his  pen  appeared  in  succession  : 
1870,  "  On  the  Mortality  of  Childbed  "  and  "  Maternity  Hos- 
pitals;" 1875,  "  Contributions  to  the  Mechanisms  of  Natural 
and  Morbid  Parturition;"  1879,  "Papers  on  the  Perineum ; " 
1879,  "A  New  Edition,  with  Additions  of  West,  on  the 
Diseases  of  Women;"  1879, "  Clinical  Lectures  on  the  Dis- 
eases of  Women"  (successive  editions  of  this  work  each  greatly 
enlarged,  appeared  in  the  years  1883,  1886  and  1889);  1884, 
"  Sterility  in  Women."  Dr.  Matthews  Duncan  was  in  busy 
practice  until  early  in  the  spring  of  the  present  year. 

He  commenced  his  Summer  Course  of  Lectures  in  May 
and  appeared  to  be  well  and  in  his  usual  health.  On  the  4th 
of  June  he  spoke  for  the  last  time  at  the  Obstetrical  Society 
of  London.  At  the  end  of  the  month  his  health  broke  down 
completely,  and  he  relinquished  his  Hospital  practice.  On 
July  26th  he  went  to  Blankenberghe,  where  his  condition 
improved,  and  he  took  to  sea  bathing.  At  the  end  of  a  week 
spent  at  the  Belgian  watering-place,  in  company  with  Sir  W. 
Turner,  he  left  and  proceeded  with  his  family  to  Baden- 
Baden.  On  August  17th  he  was  seized  with  a  violent  attack 
of  angina,  and  similar  attacks  occurred  on  the  i8th  and  19th. 
Dr.  W.  H.  Gilbert,  of  Baden-Baden,  was  called  in,  and 
under  his  care  the  patient  obtained  great  relief.     On  August 
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20th  Dr.  Aldren  Turner  arrived  at  Baden-Baden  in  answer  to 
an  urgent  summons,  and  found  Dr.  Duncan  in  a  very  weak 
condition,  with  cedema  of  the  lungs,  orthophcea,  albuminuria 
and  slight  anasarca.  There  was  complete  loss  of  appetite. 
The  oedema  of  the  lungs  was  greatly  relieved  by  cupping ; 
within  five  days  the  patient  could  lie  down  without  suffering 
from  dyspnoea,  the  appetite  had  returned  and  a  few  days 
later  albuminuria  disappeared. 

Arrangements  were  made  to  remove  Dr.  Duncan  to 
London  on  September  2nd.  At  5  o'clock  in  the  afternoon  of 
September  ist,  as  he  lay  in  bed  comfortably  supported  by 
pillows,  breathing  suddenly  became  stertorous.  Dr.  Turner, 
who  happened  to  be  standing  on  the  balcony  of  the  apartment, 
having  heard  the  sound  of  laboured  breathing,  went  into  the 
room  and  found  that  Dr.  Duncan  had  expired. 

The  funeral  service  was  conducted  in  part  at  St.  Mark's, 
North  Audley  Street,  on  Monday,  Sept.  8th,  the  Rev.  Borrodale 
Savoy,  Rector  of  St.  Batholomew's  the  Greater,  officiating. 
The  Queen  was  represented  by  Dr.  Quain,  F.R.S. ;  the  Uni- 
versity of  Edinburgh  by  Sir  William  Turner,  D.C.L.,  Professor 
of  Anatomy  in  the  University ;  and  the  Royal  College  of 
Physicians  of  London,  in  the  absence  in  Scotland  of  the 
President,  Sir  Andrew  Clark,  by  Sir  Risdon  Bennett  (an  ex- 
president).  Sir  Henry  Pitman  (Emeritus  Registrar),  Sir  Henry 
Acland  and  many  of  the  Senior  Fellows.  A  large  proportion 
of  the  past  and  present  staff  of  St.  Bartholomew's  Hospital,  of 
leading  obstetricians  in  London,  of  former  pupils  of  the  de- 
ceased from  all  quarters,  as  well  as  friends  in  other  professions 
were  present.  The  interment  took  place  at  Islington  Ceme- 
tery, East  Finchley,  the  Rev.  H.  J.  Nixon,  curate  of  St. 
Mark's,  officiating.  Dr.  Duncan  married  in  i860  Miss  Jane 
Hart  Hotchkis,  daughter  of  the  late  Mr.  Hotchkis,  of  Castle- 
milk,  Dumfriesshire.  Mrs.  Duncan  and  five  sons  and  four 
daughters  survive  him. 

Dr.  Duncan  was  a  Fellow  of  the  Royal  Society,  LL.D.  of 
Edinburgh  and  Cambridge,  Honorary  M.D.  of  Dublin,  and 
Fellow  of  the  Royal  College  of  Physicians  of  London.     At 
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different  periods  he  was  Examiner  in  Midwifery  to  several 
universities  and  colleges,  and  was  also  an  honorary  member 
of  British  and  foreign  learned  societies.  He  attended  Her 
Royal  Highness  the  Duchess  of  Albany  in  her  confinement, 
and  had  a  large  and  fashionable  practice  in  London  at  the  time 
of  his  death.  The  Edinburgh  Joiumal  says: — "  Dr.  Duncan's 
style  of  writing  is  strong  and  lucid,  but  not  elegant.  His 
sentences  are  short  and  vigorous,  and  every  word  is  meant  to 
tell ;  this  compression  makes  some  of  his  works,  especially 
that  on  the '  Mechanism  of  Parturition,'  far  from  easy  reading. 
His  opinion  on  any  of  the  subjects  with  which  he  dealt  was 
always  one  that  had  to  be  reckoned  with,  and  already  much 
of  his  work  has  found  its  place  among  the  accepted  doctrines 
of  Obstetrics.  But  beside  and  above  his  professional  achieve- 
ments, he  has  left  behind  him  the  unblemished  record  of  a 
manly,  upright,  honourable  character.  In  the  words  of  the 
late  Dr.  John  Browne  in  describing  him  : — '  I  know  him  as  a 
man  of  genuine  capacity  and  worth,  strong-brained,  right- 
minded,  true-hearted,  with  that  deep  abiding  sense  of  the 
sacredness  of  truth  in  everything — in  observation,  inference, 
and  statement,  not  less  than  in  word  and  deed,  in  science  not 
less  than  in  life,  without  which  genius,  learning,  and  elo- 
quence, be  they  ever  so  great,  must  be  mischievous.' 

"The  nobility  of  Duncan's  character  was  never  more 
marked  than  in  the  last  weeks  of  his  life.  He  felt  that,  owing 
to  his  impaired  health,  his  work  in  this  world  was  coming  to 
an  end,  and  that  his  duties  as  a  teacher  and  hospital  physician 
had  drawn  to  a  close ;  whilst  even  if  he  lived  the  extent  of 
private  practice  would  have  to  be  much  curtailed.  But  never 
a  murmur  escaped  him.  He  was  most  considerate  to  the 
members  of  his  family  and  those  friends  who  were  about  him, 
and  thought  much  more  of  their  wishes  than  of  his  own. 
He  had  no  fear  of  death,  for  he  had  lived  so  as  to  be  always 
prepared  for  it." 

The  portrait  which  we  present  is  printed  from  a  photo- 
graph by  Mr.  A,  Bassano,  of  25,  Old  Bond  Street,  London,  W. 
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Dublin  Medical  Press. 

PerincBorrhaphy  without  Flap- Splitting :  a  new  Operation  for 
repair  of  Lacerated  Perineum.  By  ALEXANDER  DUKE, 
F.C.P.I.,  Gynaecologist  Steeven's  Hospital,  ex-Assistant 
Physician  Rotunda  Hospital,  &c. 

I  wish  to  bring  before  the  notice  of  my  gynaecological 
brethren  an  operation  I  have  designed  for  the  restoration  of  a 
lacerated  perineum,  easy  of  performance,  and  which  will,  when 
properly  executed,  form  a  good  perineal  floor,  and  I  might 
almost  say  practically  a  new  perineal  body.  The  patient, 
having  been  prepared  by  the  usual  preliminary  steps  required 
for  the  old  operation  when  under  the  influence  of  an  anaes- 
thetic, is  placed  in  the  lithotomy  position,  the  left  index  finger 
being  introduced  almost  its  entire  length  into  the  rectum ;  a 
long  straight  double-edged  bistoury  is  made  to  pierce  the 
tissues  in  front  of  the  aims  at  right  angles  to  the  vidva,  and, 
guided  by  the  finger  in  the  rectum,  is  made  to  penetrate  the 
septum  for  two  and  a  half  inches  upwards,  the  incision  being 
enlarged  laterally  to  two  inches  as  the  knife  is  withdrawn. 

The  patient  is  then  turned  on  her  side,  and  on  the  points 
of  incision  being  pressed  together,  a  lozenge-shaped  opening 
will  be  seen,  and  when  all  sutures  required  have  been  intro- 
duced and  are  properly  adjusted  and  approximated,  the  two 
cut  surfaces  are  brought  into  direct  apposition.  The  sutures 
are  introduced  by  a  strong  cycle-shaped  needle  with  eye  near 
point,  mounted  on  a  handle,  strong  silver  wire  being  the 
suture  preferred. 

The  needle  is  introduced  at  edge  of  incision,  and  guided 
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by  a  finger  in  the  rectum,  is  made  to  travel  under  the  cut 
surface  to  its  full  depth  above,  describing  the  arc  of  a  circle ; 
and,  on  point  of  needle  appearing  directly  opposite  it  is  threaded 
with  suture  and  drawn  through.  On  the  ends  of  this  suture 
being  drawn  together  with  the  fingers,  a  good  idea  can  be 
formed  of  how  many  additional  stitches  may  be  required. 
When  all  considered  necessary  have  been  inserted  and  ap- 
proximated, a  finger  of  each  hand  passed  into  rectum  and 
vagina  will  at  once  recognise  the  gain  in  thickness  of  septum, 
the  external  tissue  being  pushed  fully  an  inch  forward  from 
anus,  and  forming  a  thick  and  solid  perineal  body. 

The  incision  being  a  deep  one,  on  union  taking  place 
between  the  raw  surfaces,  a  considerable  amount  of  support 
must  be  afforded  in  cases  where  a  pessary  is  required,  or 
where  there  is  much  tendency  to  prolapse  of  uterus  or  vaginal 
walls.  My  experience  of  the  operation,  though  up  to  the 
present  limited,  has  satisfied  me  with  the  results,  and  there 
being  no  loss  of  tissue  whatever ;  should  the  operation  fail,  it 
cannot  add  any  difficulty  to  a  subsequent  one. 

Even  should  the  perineum  be  lacerated  to  verge  of  anus, 
what  I  describe  can  be  done.  I  find  that  leaving  the  sutures 
for  ten  days  is  generally  sufficient,  but  if  I  am  in  doubt  as  to 
the  union  being  strong,  I  cut  the  wire,  but  leave  it  in  situ  for 
a  day  or  two  longer,  thus  affording  some  support,  and  relieving 
the  strain  on  the  edge  of  suture  holes,  and  I  also  support  the 
parts  by  long  strips  of  adhesive  plaster  carried  from  hip  to 
hip  over  the  new  perineum. 

The  wire  should  be  stout  and  not  too  tightly  twisted.  My 
friend.  Dr.  More  Madden,  has  kindly  given  my  operation  a 
trial,  and  was  much  pleased  with  the  results,  especially  in  one 
of  his  cases  where  the  old  plan  of  operation  had  been  tried 
previously  but  failed  owing  to  the  patient's  poor  state  of 
health  and  want  of  healing  power.  The  advantages  of  my 
plan  of  operation  are  briefly  these  : 

1st.  The  simplest  of  performance  as  yet  proposed,  no 
danger  of  haemorrhage,  the  surface  when  dry  being  brought 
together. 


Summary  of  Gyncecology,  including  Obstetrics.  447 

2nd.  No  danger  of  sepsis,  as  the  incision  is  not  open  for 
the  admission  of  any  discharge  from  either  vagina  or  rectum 
during  healing  process. 

3rd.  No  loss  of  tissue,  and  consequently  no  harm  done 
should  the  operation  fail. 

TRANSACTIONS     OF     THE    GYNECOLOGICAL     SOCIETY    OF 

CHICAGO. 

Regular  Meeting,  April  i8th,  1890. 
The  President,  James   H.  Etheridge,  in  the  Chair. 

Vaginal  Hysterectomy,  with  Specimen. 

Dr.  Franklin  H.  Martin  :  There  is  nothing  of  peculiar 
interest  about  my  specimen ;  it  is  simply  a  case  that  I  wish  to 
put  on  record  of  vaginal  hysterectomy  for  cancer  of  the 
cervix.  I  saw  this  case  first  about  six  weeks  ago.  The 
cervix,  extending  to  the  right  of  the  vaginal  junction,  exhi- 
bited an  ulcerated  surface  of  a  carcinomatous  appearance.  A 
specimen  was  removed  at  the  time,  examined,  and  pronounced 
carcinoma.  At  the  same  time  the  cervix  was  thoroughly 
scraped  down  to  as  near  the  healthy  tissue  as  I  could  get. 
The  patient  was  then  left  until  I  could  hear  from  the  micro- 
scopic examination,  or  until  some  signs  of  the  disease  should 
reappear.  In  about  three  weeks  the  old  trouble  returned.  I 
watched  it  for  some  time,  until  it  began  to  involve  the 
vagina,  and  advised  the  operation  of  vaginal  hysterectomy. 
Mrs,  H.,  age  thirty-six,  who  had  had  one  child  and  three  mis- 
carriages, was  therefore  operated  upon  in  this  manner  January 
15th,  1890.  The  bases  of  the  broad  ligaments  were  ligated 
with  silk,  and  for  the  remaining  portion  of  each  broad  liga- 
ment a  clamp  forceps  (Byford's  pattern)  was  used.  The 
operation  was  performed  without  difficulty  or  complications, 
and  the  patient  was  discharged  in  about  four  weeks.  I  have 
seen  her  within  the  last  two  or  three  days,  and  she  is  well. 

Nephrectomy,  with  Specimen. 
Dr.  Henry  T.  Byford  :  This   is   a  suppurating  kidney 
removed  early.     Patient,  Mrs.  S.,  was  thirty-one  years  old ; 
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married  five  years ;  no  children.  She  has  had  periodic  attacks 
of  septic  fever  for  over  a  year.  The  temperature  would  reach 
103°  to  104°  F.  during  the  attack,  with  great  tenderness  in  the 
right  side  of  abdomen.  After  a  discharge  of  pus  and  granu- 
lar material  with  the  urine  the  symptoms  would  subside  for  a 
time.  The  organ  was  felt  to  be  enlarged  at  each  examination. 
The  kidney  was  removed  through  an  incision  made  in  the 
linea  semilunaris,  through  which  the  other  kidney  was  first 
palpated  and  found  to  be  healthy.  The  tissues  about  the 
diseased  one  were  healthy,  but  the  uterine  appendages 
were  extensively  diseased.  I  completed  the  operation  by 
establishing  drainage  with  iodoform  gauze  through  a  small 
opening  in  the  lumbar  region,  and  closing  the  abdominal 
incision  completely.  The  ureter  was  ligated  with  fine  silk 
at  about  one  and  one-half  inches  from  the  kidney,  and  placed 
so  that  any  suppuration  that  might  arise  from  it  would  find 
its  way  out  through  the  lumbar  opening.  The  temperature 
remained  between  99°  and  100°  F.  for  a  few  days,  and  then 
became  normal. 


(i.)  Probable  Sarcoma    Uteri ;   (2.)  Fibroma    Uteri. 

Dr.  H.  T.  Byford  :  These  two  specimens  may  be  shown 
together,  as  the  history  is  not  so  important  as  the  method 
of  operating.  One  is  probably  a  sarcoma,  the  other  a  fibroma 
of  the  uterus.  One  was  removed  yesterday,  the  other  to-day. 
This  patient  with  the  sarcoma  was  somewhere  near  the  meno- 
pause. She  was  rather  thin,  had  a  soft  pulse,  the  menses 
were  diminished  in  quantity,  and  the  tumour  was  growing 
rapidly  and  causing  pain.  The  blood  vessels  beside  the 
uterus  were  exceedingly  large,  showing  great  activity  and 
vitality.     She  had  had  this  trouble  for  four  years. 

Dr.  Dudley  :  Do  you  feel  sure  of  the  diagnosis  of  sar- 
coma? 

Dr.  Byford  :  Yes  I  feel  quite  sure,  but  could  not  swear 
to  it  without  an  examination  with  the  microscope.  I  base  my 
diagnosis  upon  the  appearance  of  the  tumour  when  I  came 
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down  upon  it,  the  immense  vascularity,  the  absence  of  a  cap- 
sule (or,  rather,  the  fusion  of  the  capsule  with  the  tumour),  and 
the  way  the  bladder  was  grown  to  it.  The  fact  is,  I  left  most 
of  the  muscular  tissue  of  the  bladder  at  the  point  of  attach- 
ment on  the  tumour — the  bladder  seemed  almost  a  part  of  it. 
However,  I  only  got  the  specimen  to-day,  and  shall  be  very 
glad  to  have  the  pathologist  make  an  examination.  There 
are  certain  clinical  facts  that  make  me  feel  quite  certain  that 
some  tumours  are  sarcomata  and  others  fibromata. 

This  other  case  is  a  small  fibroid,  and  Dr.  Jaggard  will 
probably  question  the  propriety  of  its  removal.  My  reasons 
for  removing  it  were  the  following  : — The  patient  was  twenty- 
five  years  old  ;  had  been  married  eleven  years.  Ten  years  ago 
a  prominent  gynaecologist  in  New  York  diagnosed  pelvic  in- 
flammation and  pyo-salpinx,  and  treated  her  accordingly.  I 
saw  her  a  year  ago,  and  found  the  appendages  enlarged  and 
adherent  in  the  posterior  part  of  the  pelvis.  I  was  not  cer- 
tain but  that  this  tumour  was  merely  the  appendages  or  an  old 
hsematocele  to  which  everything  had  been  glued.  She  was  so 
tympanitic  that  it  was  impossible  for  me  to  make  a  satisfactory 
bimanual  examination.  I  operated  more  from  a  symptomatic 
standpoint.  The  patient  had  been  taking  a  good  deal  of 
liquor  and  opiates  lately,  was  excessively  nervous,  and  ex- 
pressed herself  as  losing  ground. 

Coming  down  upon  the  tumour,  I  saw,  of  course,  what  it 
was.  I  could  not  get  at  the  appendages,  so  I  lifted  it  out  and 
found  them  adherent  and  inflamed.  In  getting  them  out  the 
posterior  surfaces  of  both  broad  ligaments  were  pretty  well 
disorganised,  and  the  right  broad  ligament  was  one  connec- 
tive tissue  cavity.  I  could  not  take  them  out  and  leave  the 
parts  in  good  condition,  so  I  took  the  whole  thing  out. 

This  makes  six  cases  on  which  I  have  operated  in  this  way, 
all  recovering.  It  is  a  method,  I  think,  that  has  not  been  tried 
by  any  one  else.  The  operation  is  simply  this  : — The  broad 
ligaments  are  tied  off,  the  uterus  amputated  below  the  tumour, 
and  the  stump  is  sewed  up  somewhat  after  Schroeder's 
method,   but   with  catgut  and  silkworm-gut  stitches.     The 
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bladder  is  separated,  an  opening  made  down  into  the  vagina 
in  the  anterior  fornix  just  against  the  cervix.  The  silkworm- 
gut  sutures,  left  long,  are  used  for  traction,  and  the  cervix  is 
drawn  down  and  forward  into  the  vagina  and  a  clamp  put  on 
from  the  vagina.  I  have  usually  held  the  stump  loosely  with 
clamps,  that  the  apposed  surfaces  might  heal  up  somewhat,  as 
after  trachelorrhaphy.  But  as  in  all  cases  but  the  second  one 
the  edges  sloughed,  I  now  prefer  ligating  rapidly  with  silk  and 
clamping  firmly  with  my  hollow  clamp,  so  that  the  slough  will 
separate  early  and  come  off  in  the  clamp.  The  clamp  pre- 
vents the  contact  of  the  slough  with  the  patient's  parts,  and 
avoids  septic  trouble. 

After  I  turn  the  stump  down  I  sew  the  peritoneum  from 
behind  the  bladder  to  the  posterior  wall  of  the  cervix.  There 
is  no  raw  surface  left  for  extensive  adhesive  inflammation  in 
the  pelvis,  with  its  consequent  peritonitis  and  obstruction  of 
the  bowels.  I  have  used  drainage  above  in  all  of  these 
cases  but  one,  because  I  do  not  usually  operate  on  simple 
fibroids,  there  being  generally  some  development  in  the 
broad  ligament  and  some  little  oozing  surface  left.  I  do 
not  drain  below.  When  I  put  on  the  clamp  from  below  I  put 
a  finger  from  above  in  the  cul-de-sac  of  Douglas  behind  the 
cervix  and  a  thumb  in  front  of  it,  then  push  a  pair  of  haemo- 
static forceps  up  from  the  vagina  through  the  anterior  fornix 
between  my  thumb  and  the  cervix,  and  enlarge  the  rent  by 
scissors-snipping  and  stretching. 

Dr.  C.  T.  Parkes  :  I  want  to  say  a  word  or  two  about 
Dr.  Byford's  specimens.  I  hope  the  doctor  will  not  think  I 
am  making  any  adverse  criticism  ;  I  only  desire  to  express 
my  opinion,  because  it  has  been  with  me  a  very  difficult 
matter  to  come  anywhere  near  deciding  the  character  of  a 
tumour  of  this  nature  in  the  uterus,  as  to  whether  it  is  a 
simple  myoma  or  whether  it  possesses  some  of  the  charac- 
teristics of  the  sarcoma.  I  think  the  usual  characteristic  of 
a  sarcoma  is  that  it  does  possess  a  capsule.  I  should  consider 
the  cavity  in  this  tumour,  from  merely  looking  at  it,  as  a 
simple  degeneration  of  myomatous  tissue  from  want  of 
nourishment. 
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I  think  the  kidney  specimen  is  very  interesting,  and  un- 
usual in  the  fact  that  a  suppurating  kidney  should  have 
existed  this  length  of  time  without  any  further  increase  in 
size  and  without  following  the  usual  disposition  of  these 
troubles  towards  external  manifestation  of  suppuration.  The 
only  explanation  that  appears  in  this  case  is  the  fact  of  the 
peculiar  enlargement  of  the  ureter,  which  enabled  it  to  dis- 
charge the  accumulated  matter  in  the  pelvis  of  the  kidney 
into  the  bladder.  Usually  in  suppurating  kidney  almost  the 
first  manifestation  we  have  is  the  formation  of  a  tumour  and 
the  development  of  a  perinephritic  abscess,  which  opens  ex- 
ternally. Surgeons  have  always  found  difficulty  in  the  treat- 
ment of  these  cases,  on  account  of  the  presence  of  cicatricial 
tissue  formed  in  the  surrounding  tissues,  preventing  the  easy 
removal  of  the  organ.  So  far  as  general  surgery  is  con- 
cerned, it  is  almost  a  rule  that  suppurating  kidneys  should 
not  be  removed,  and  this  rule  is  sustained  by  the  results  in 
many  cases.  But  this  case  is  very  fortunate  in  the  fact  that 
it  had  no  surrounding  complications ;  all  the  trouble  was 
inside  the  kidney,  and  could  be  attacked  without  any  such 
difficulties  as  usually  arise.  It  is  an  interesting  subject  to 
me,  because  I  have  had  quite  a  number  of  these  cases  of  sup- 
purating kidney  in  which  the  trouble  had  gone  on  to  perfora- 
tion of  the  capsule  of  the  kidney  and  the  formation  of  a 
perinephritic  abscess  and  degeneration  of  the  tissues  about 
it ;  but  I  have  always  dreaded  to  remove  them,  on  account 
of  the  complications  arising  from  the  presence  of  adhesions 
and  the  danger  of  septic  trouble,  but  have  adopted  the  plan 
of  laying  them  widely  open,  which  is  not  very  satisfactory,  as 
the  patient  goes  on  to  apparent  recovery,  but  will  return 
again  owing  to  the  many  pockets  in  which  pus  accumulates. 
The  question  is.  What  is  the  best  procedure  ?  It  is  a  serious 
matter  to  remove  a  kidney,  especially  a  suppurating  one. 
The  other  kidney  does  not  always  perform  its  function,  for  a 
time,  at  least.  The  idea  of  continuous  irrigation  has  sug- 
gested itself  to  me  in  these  cases.  Whether  it  can  be  put  in 
force  and  applied  as  in  other  cavities  is  a  question  I  should 
like  to  see  settled  some  time. 
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Dr.  Martin  :  I  had  the  pleasure  of  witnessing  a  couple 
of  these  operations  by  Dr.  Byford  with  this  method  of  treat- 
ing the  stump,  and  it  seems  to  me  that  it  is  of  sufficient 
interest  to  at  least  receive  comment  and  commendation. 
The  only  objection  that  I  can  offer  to  the  operation  per- 
formed by  Dr.  Byford  is  that  for  a  nervous,  rapid  operator 
the  procedure  is  altogether  too  long.  Dr.  Byford  spends 
from  two  and  a  half  to  three  hours  in  performing  this  opera- 
tion, and  while  the  abdominal  cavity  is  perfect  after  the 
stump  is  secured,  and  it  is  a  case  that  you  will  pronounce  a 
success  almost  from  the  beginning,  at  the  same  time  it  is 
very  tedious,  and  a  great  many  operators,  even  good  ones, 
would  object  to  doing  it  on  that  account.  It  seems  to  me 
that  this  method  of  treating  the  pedicle  is  an  advantage  over 
the  fixation  of  the  stump  in  the  abdominal  wall  by  means 
of  clamps,  inasmuch  as  it  does  not  interfere  in  the  slightest 
with  the  bladder,  and  it  does  not  afterwards  leave  an  ugly, 
depressed  cicatrix.  That  point  is  certainly  of  value,  espe- 
cially the  pressure  upon  the  bladder.  When  the  stump  is 
turned  down,  there  seems  to  be  no  more  pressure  upon  the 
bladder  than  if  the  cervix  had  been  amputated  at  the  internal 
OS  and  left  projecting  into  the  abdominal  cavity. 

Dr.  W.  W.  JAGGARD  :  Dr.  Byford  alludes  to  a  criticism  I 
felt  called  upon  to  make  some  evenings  ago  when  he  pre- 
sented a  uterus  removed  by  vaginal  hysterectomy.  The 
operation  was  well  done,  and  was  a  success  in  so  far  as 
the  patient  recovered.  The  criticism  I  made  was  that  there 
was  absolutely  no  reason  for  the  removal  of  that  uterus. 
There  were  two  or  three  small  foci  of  myomatous  tissue, 
not  one  of  them  bigger  than  the  terminal  phalanx  of  your 
little  finger.  As  I  remember,  the  alleged  indication  for  the 
operation  was  the  fear,  first,  that  these  foci  might  undergo 
malignant  change,  and,  second,  dysmenorrhoea.  But  the 
woman  was  very  near  the  menopause — forty-five  years  old, 
I  think.  The  other  point  in  the  indication  was  the  fear  that 
this  myomatous  tissue  would  undergo  a  malignant  change. 
Such  a  case  ought  not  to  go  on  record  without  some  vigorous 
protest. 
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Dr.  Byford  :  I  would  like  to  say  a  word  with  regard  to 
Dr.  Martin's  remarks.  I  think  he  extends  the  time  a  little 
from  what  it  usually  takes.  The  reason  why  it  has  taken  so 
long  in  most  cases  is  because  it  is  a  new  procedure ;  I  hardly 
knew  in  any  case  when  I  started  that  I  was  going  to  finish 
by  this  method.  Ligation  and  clamping  of  the  stump  will 
save  much  time  in  the  future.  Another  thing  is  the  compli- 
cations ;  I  was  one  time  half  an  hour  getting  this  tumour  out 
on  account  of  adhesions  below. 

In  regard  to  the  capsule,  I  did  not  mean  to  say  that  sar- 
comata have  no  capsule ;  I  mean  that  their  capsules  are  ad- 
herent, and  cannot  usually  be  separated  from  the  tumour 
without  excessive  haemorrhage. 

As  to  the  kidney,  of  course  I  understand  the  danger  of 
removing  a  suppurating  kidney.  My  operation  was  explora- 
tory at  first.  I  opened  into  the  abdominal  cavity,  examined 
the  other  kidney  and  found  it  normal  in  shape,  size,  and  sur- 
roundings. I  think  it  is  what  we  ought  to  do  with  all  suppu- 
rating kidneys — remove  them  before  the  pus  has  penetrated 
the  capsule.  This  patient  has  no  constitutional  symptoms  of 
tuberculosis,  nor  any  trouble  that  would  denote  general  infec- 
tion from  any  disease. 

In  regard  to  the  case  Dr.  Jaggard  referred  to,  I  would 
state  that  I  can  hardly  agree  with  him  as  to  the  size  or 
condition  of  the  largest  of  the  myomatous  masses. 

After-Treatment  of  Laparotomy.      By  Dr.  T.  J.  Watkins. 

Dr.  Jaggard  :  I  was  very  much  interested  in  the  paper, 
and  particularly  in  the  allusion  to  ether  as  a  renal  irritant, 
and  the  reader's  reference  to  the  fact  that  he  had  observed 
two  cases  in  which  ether  was  responsible  for  fatal  nephritis. 
I  believe  that  is  one  of  Emmet's  notions.  The  evidence 
upon  which  the  notion  is  based,  however,  has  never  been 
adequately  stated.  Dr.  Weir,  of  New  York,  has  published  a 
very  interesting  paper  upon  his  observations  of  the  effect  of 
ether  upon  the  kidneys,  and  the  result  goes  to  show  that 
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ether  employed  asjan  anaesthetic  is  not  a  renal  irritant.  In 
no  one  case  has  he  been  able  to  establish  the  fact  that  ether 
produces  any  irritation  of  the  kidney  above  that  of  any  ex- 
tremely volatile  substance.  It  would  be  interesting  if  the 
reader  of  the  paper  would  give  the  evidence  upon  which  he 
bases  his  conclusion  that  ether  was  responsible  for  the  two 
cases  of  fatal  nephritis.  Can  he  exclude  septic  infection  ?  I 
have  had  some  experience  with  ether  in  puerperal  convulsions. 
Emmet  once  said  ether  was  strongly  contra-indicated  under 
these  circumstances,  on  account  of  the  danger  of  increasing 
the  congestion.  Upon  observation  of  quite  a  number  of 
cases  I  have  never  seen  any  adverse  influence.  As  regards 
the  hypodermic  injections  of  ether  in  shock  following  severe 
operation,  hypodermic  injections  of  ether  will  create  no  result 
whatever,  provided  the  needle  is  sterile  and  the  skin  is  sterile. 
Ether  does  not  come  in  the  group  of  reagents  that  cause 
tissue  reaction,  of  which  turpentine  and  croton  oil  are 
examples.  The  value  of  ether  may^be^questioned  when  it  is 
given  as  a  stimulant  when  the  patient's  blood  is  already  satu- 
rated. When  chloroform  is  used  it  is  unquestionably  one  of 
the  best  diffusible  stimulants. 

In  regard  to  the  length  of  time  the  patient  should  rest  m 
bed  after  laparotomy,  this  point  was  brought  very  unplea- 
santly to  my  attention  about  a  year  ago.  I  had  been  nursing 
along  my  few  laparotomies,  some  ten,  trying  to  get  up  to  a 
hundred  without  a  death.  The  case  was  a  difficult  one  for 
me — bilateral  ha^mato-salpinx,  a  tumour  on  each  side  about  as 
big  as  a  goose  o^g'g,  with  universal  adhesions.  I  had  a  good 
deal  of  difficulty  in  getting  at  the  tumours,  ligating  them,  and 
securing  a  clean  pelvic  cavity, but  finally  accomplished  this, and 
the  first  two  weeks  of  the  patient's  convalescence  were  per- 
fectly afebrile,  with  no  complications  whatever.  At  the  end  of 
two  weeks  the  husband,  a  physician  and  a  friend  of  mine, 
wished  to  remove  his  wife  from  the  hospital,  and  the  house 
physician,  without  asking  my  consent,  gave  him  permission  to 
take  her  home.  She  travelled  about  five  miles  in  a  carriage, 
worked  around  the  house  for  a  day,  and  perished  a  week  later 
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of  a  furious  peritonitis.  No  autopsy  was  allowed.  But  the 
course  of  her  convalescence  in  the  hospital,  the  fact  that  all 
the  bodily  functions  were  normal,  the  urine  perfectly  normal, 
led  me  to  think  there  was  some  relation  between  getting  up 
out  of  bed  at  the  end  of  the  second  week  and  taking  this 
drive,  and  the  peritonitis.  I  remember  when  I  was  with  Dr. 
Goodell  in  the  University  Hospital  a  case  gave  us  a  good  deal 
of  trouble,  in  which  a  woman  got  up  at  the  end  of  eighteen 
days  and  went  from  Philadelphia  to  Pottsville ;  during  the 
ride  home  the  abdominal  incision  opened  from  above  the  um- 
bilicus to  the  pubes  and  some  of  the  intestines  protruded,  but 
fortunately  when  she  got  home  a  physician  stitched  up  the 
wound,  and  she  made  an  excellent  recovery. 

Dr.  Parkes  :  Mr.  Chairman,  I  do  not  know  that  I  have 
anything  to  say,  simply  because  the  paper  leaves  nothing 
open  for  discussion.  It  is  such  an  admirable  paper  in  every 
way  that  I  do  not  think  anyone  can  find  fault  with  it.  I  can 
see  very  plainly  that  the  many  points  of  interest  that  have 
been  mentioned  in  this  paper  will  come  under  the  surgeon's 
notice  at  one  time  or  another  if  he  sees  many  patients.  So 
far  as  the  rule  for  treatment  of  patients  under  my  charge  is 
concerned,  I  must  say  that  individually  I  give  them  very 
little,  because  I  believe  that  if  the  patient  has  been  prepared 
before  the  operation,  no  after-treatment  is  required.  Within 
the  last  two  weeks  I  have  done  four  laparotomies,  some  of 
them  of  moderate  severity  and  some  quite  severe  in  character. 
Those  patients  are  all  well ;  none  of  them  have  had  complica- 
tions of  any  kind,  no  discomfort  of  any  kind,  and  have 
required  no  medication  with  the  exception  of  a  carthartic. 
I  think  this  arises,  however,  from  the  care  which  the  surgeon 
adopts  with  reference  to  the  patient  both  before  and  during 
the  operation.  The  rule  with  me  has  been,  in  reference  to 
temperature,  not  to  place  any  more  reliance  upon  it  than  upon 
any  other  symptom.  The  thermometer  will  frequently  give 
a  temperature  astonishing  to  the  nurse,  and  perhaps  to  the  in- 
terne who  is  not  accustomed  to  these  cases  ;  and  you  see  the 
patient,  and  take  into  consideration  all  the  symptoms  pre- 
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sented,  and  pay  no  attention  to  it  A  temperature  of  104°, 
for  instance,  will  not  infrequently  come  from  constipated  bowels 
or  accumulation  of  gas,  so  I  cannot  say  I  have  any  rule  with 
reference  to  that ;  if  a  temperature  precedes  and  is  accom- 
panied with  other  symptoms,  exhaustion  or  malaise  or  head- 
ache, showing  that  there  is  some  difficulty,  I  should  accord  my 
support  to  the  suggestion  of  attempting  to  control  that  condi- 
tion by  the  use  entirely  of  sponging.  I  do  not  believe  in  the 
administration  of  any  antipyretics.  I  believe  that  they  are  just 
putting  on  the  patient  an  increased  burden,  to  get  rid  of  a 
poison  which  has  to  be  eliminated  in  addition  to  the  poisons  of 
the  disease.  So  far  as  my  experience  goes,  the  application  of 
cold  to  exposed  parts  of  the  body  has  been  sufficient  to  secure 
a  falling  temperature,  if  the  trouble  has  not  depended  upon 
serious  septic  infection.  I  believe  these  cases  of  severe  septic 
infection,  if  they  do  get  well,  scarcely  ever  do  so  because  of 
the  doctor,  but  by  the  grace  of  God.  The  most  of  them  are 
better  left  alone  rather  than  to  have  active  interference  further 
than  continued  stimulation  with  whiskey  and  milk,  as  my 
friend  Dr.  Wright  once  said;  I  believe  in  that  in  this  condi- 
tion as  well  as  septic  conditions  from  other  causes.  What  will 
be  the  result  of  operative  interference  in  cases  of  septic  peri- 
tonitis is  to  be  proven  by  further  observation.  It  seems  to  be 
the  general  impression  of  the  profession  that  such  interference 
is  justifiable  in  all  cases  of  septic  peritonitis. 

Dr.  E.  C.  Dudley  :  Mr.  President,  Gentlemen, — About 
fifteen  years  ago  I  was  an  interne  in  the  Women's  Hospital 
of  the  State  of  New  York,  and  in  that  capacity  I  had  to 
attend  to  the  after-treatment  of  laparotomies  which  were 
performed  in  that  institution.  They  were  done  mostly  by 
Thomas  and  Emmet  and  Peaslee ;  but  I  desire  to  constrast 
the  treatment  which  was  then  in  vogue  with  the  treatment 
which  is  apparently  now  in  vogue,  as  shown  by  the  essayist, 
who  only  recently,  as  an  interne  in  the  same  institution,  has 
been  looking  after  the  treatment  of  patients  of  practically  the 
same  operators.  In  my  time  any  patient  presenting  herself 
for  abdominal  section  was  subjected  for  a  week   to  a  very 
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careful  diet,  mostly  liquid,  which  usually  resulted  in  loss  of 
strength,  to  counteract  which  she  was  given  five  or  ten  grains 
of  quinine  two  or  three  times  a  day ;  and  to  prepare  the 
nervous  organization  for  the  shock  of  the  operation  she  was 
usually  given  pretty  large  doses  of  opium.  After  the  opera- 
tion had  been  performed,  the  quinine  and  opium  in  large 
quantities  were  kept  up,  the  opium  often  to  the  extent  of 
sending  the  respiration  down  to  seven  or  eight  a  minute. 
That  was  done  as  a  preventive  measure,  in  order  to  get  rid 
of  the  peritonitis  which  was  supposed  to  threaten  all  of  these 
cases.  I  do  not  know  what  the  proportion  of  deaths  was 
but  it  was  enormous.  Many  doubtless  died  in  consequence 
of  the  preparatory  and  after-treatment,  and  many  others  died 
from  the  fact  that  the  operator  did  not  take  as  much  care  of 
what  he  put  in  the  abdominal  cavity,  as  he  did  of  what  he 
took  out.  Now  that  clean  surgery  is  the  order  of  the  day, 
much  of  this  complicated  preparatory  and  after-treatment  has 
disappeared ;  indeed,  most  patients  get  through  without  any 
after-treatment  at  all  beyond  the  mere  administration  of  a 
cathartic  or  some  other  medicine,  such  as  an  individual  would 
take  in  ordinary  health.  This  paper  goes  into  the  details  in  a 
VQxy  admirable  way;  it  is  timely  and  valuable  because  cases 
do  arise  in  which  the  after-treatment  is  necessar)',  but  in 
this  whole  subject  the  times  have  changed  and  we  have 
changed  with  them. 

The  author  mentioned  a  certain  enema  of  glycerin  and 
sulphate  of  magnesium  and  water — about  an  ounce  and  a 
half  of  each.  If  I  am  not  mistaken,  this  is  a  peculiar  treat- 
ment which  Dr.  Watkins  has  used  a  great  deal.  I  have 
adopted  it  with  a  great  deal  of  satisfaction  for  the  relief  of 
distension.  There  is  another  enema  of  which  I  learned  in 
Birmingham  and  Edinburgh,  which  is  the  regulation  enema 
in  Scotland  and  England— that  is,  the  so-called  turpentine 
enema,  which  is  composed  of  about  a  pint  of  very  stiff  soapsuds 
to  which  have  been  added  one  or  two  drachms  of  spirits  of 
turpentine.  This  is  an  excellent  agent  for  cleaning  out 
accumulations  of  gas  in  the  bowels.      I  have   used  in  the 
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soapsuds  strong  beef  tea  instead  of  water,  because  a  certain 
portion  will  be  retained,  and,  being  beef  tea,  will  serve  as 
nourishment  for  the  patient.  Dr.  Keith,  in  Edinburgh,  once 
told  me  that  he  always  looked  for  the  passage  of  flatus  with  a 
great  deal  of  interest,  and  he  always  felt  pretty  sure  that  once 
the  flatus  passed  the  patient  was  safe. 

As  to  the  drainage  tube,  I  use  one  no  larger  than  a  lead 
pencil ;  it  fulfils  the  indications  perfectly,  and  leaves  a  small 
opening  to  heal.  Like  a  previous  speaker,  my  first  ten  cases 
of  laparotomy  had  all  recovered,  and  I  was  working  my  way 
gradually  up  to  a  hundred  without  a  death,  when  I  had  a 
patient  in  a  hospital  who,  without  my  knowledge  or  consent, 
was  removed  from  one  room  to  another,  and  in  the  night, 
while  the  watch  was  away,  she  paid  a  visit  to  another  patient, 
who  gave  her  some  hard  boiled  eggs  and  Limburger  cheese. 
This  was  on  the  iSth,  and  on  the  17th  she  died,  and  the 
diagnosis  was  garbage  on  the  intestines. 

Dr.  Byford  :  Mr.  President, — The  paper  was  so  complete, 
and  confines  itself  so  well  to  the  subject,  that  it  is  hard  to 
criticise  it  in  any  way  except  to  commend. 

In  regard  to  the  after  effects  of  ether,  I  have  had  a  little  ex- 
perience in  one  way — that  is,  after  long  operation — and  I  have 
noticed  that  a  patient  who  has  been  under  ether  two  or  three 
hours  is  not  apt  to  vomit  much.  I  think  it  is  very  much  like 
giving  a  small  and  large  dose  of  morphine  ;  if  you  give  some 
women  one-sixth  to  one-fourth  of  a  grain  there  will  be  nausea, 
but  if  you  give  them  a  large  dose  they  will  often  go  to  sleep 
and  sleep  it  off.  Very  often  by  giving  a  full  narcotic  dose 
when  the  patient  is  coming  out  of  the  ether  we  can  prevent 
nausea.  I  have  had  some  cases  of  most  excessive  vomiting 
cured  by  giving  something  to  destroy  the  reflex  sensibility, 
viz.,  about  sixty  to  eighty  grains  of  chloral  per  rectum  in 
divided  doses  (twenty  grains  every  two  or  three  hours),  or 
large  hypodermics  of  morphia.  I  have  not  gotten  any 
benefits  from  cathartics  except  in  establishing  the  continuity, 
one  might  say,  of  peristaltic  action.  If  the  patient  vomits 
and  the  bowels  are  in  such  a  position  that  peristaltic  action 
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does  not  go  on  properly,  I  think  cathartics  will  very  often  give 
relief.  Often  when  I  see  symptoms  like  that  coming  on,  I 
give  an  enema  of  turpentine,  glycerine,  and  water,  and  what 
seems  like  developing  sepsis  disappears. 

In  regard  to  taking  out  drainage  tubes,  I  can  hardly  agree 
with  the  doctor.  Local  abscesses  have  occurred  from  re- 
moving the  drainage  tube  too  soon.  When  we  put  in  a  tube 
it  is  possible  that  the  peritoneal  cavity  may  not  be  shut  off 
after  twenty-four  hours,  or  an  accumulation  of  fluid  near  the 
drainage  tube  may  be  forced  into  it  after  two  or  three  days. 
Nor  can  I  agree  with  the  principle  of  taking  out  the  stitches 
in  six  days ;  I  think  it  sometimes  dangerous.  I  have  two 
cases  now  in  which  the  stitches  have  been  left  in  two  weeks, 
although  I  sometimes  take  half  of  them  out  in  less  time  than 
that.  I  use  silkworm  gut.  I  have  twice  opened  the  abdominal 
cavity  for  septic  inflammation  and  once  for  peritonitis.  In 
each  case  the  patient  died  promptly  in  a  few  hours,  which 
led  me  to  think  the  abdomen  should  be  opened  early,  and 
that  we  should  not  wait  until  sepsis  has  fully  developed.  If  we 
leave  any  extensive  surfaces  of  denuded  intestine,  the  use  of 
cathartics  is  thought  to  limit  adhesions  ;  but  I  believe  that 
wherever  the  peritoneum  is  abraded  there  will  be  adhesions 
anyhow,  and  in  proportion  to  the  injury.  Cathartics  cannot 
prevent  them.  I  give  myself  no  concern  about  adhesions 
alone,  because  I  have  seen  all  the  intestines  glued  together 
from  peritonitis  and  no  trouble  whatever  result.  But  if  viscera 
are  glued  together  in  such  a  way  as  to  interfere  with  their 
function,  there  will  be  trouble.  I  do  not  think  there  is  so 
much  in  preventing  adhesions  as  in  having  these  adhesions 
occur  when  the  intestines  are  in  a  proper  position  to  perform 
their  function.  For  this  purpose  I  giwc  cathartics,  and  give 
them  early,  and  after  the  bowels  have  moved  keep  them 
quiet. 

Dr.  H.  P.  Nev^MAN  :  Mr.  President, — The  subject  has 
been  thoroughly  discussed,  and  possibly  I  cannot  say  any- 
thing further  of  interest  other  than  to  give  a  few  details  as  to 
the  method  used  at  St.  Elizabeth  Hospital.     First,  in  regard 
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to  the  stomach.  I  am  in  the  habit  of  giving  lime  water  and 
milk  in  small  but  frequently  repeated  doses — say  a  teaspoon- 
ful  to  a  tablespoonful  as  often  as  every  two  or  three  minutes 
— until  larger  quantities  can  be  taken  at  long  intervals.  Given 
in  this  way,  it  is  a  valuable  agent  in  allaying  thirst,  correcting 
acidity,  checking  vomiting,  affording  nutrition,  and  restoring 
the  loss  of  fluids.  For  the  latter  purpose  saline  injections  per 
rectum  are  more  prompt  in  their  action,  and  when  indicated 
are  frequently  resorted  to.  Another  method  in  use  at  the 
hospital  is  the  rubber,  or  Esmarch's,  bandage  applied  over  the 
usual  dressings.  It  allows  of  mobility  of  the  abdomen  and 
respiratory  tract,  and  is  a  very  great  comfort  to  the  patient 
when  not  applied  too  tight,  but  sufficiently  so  to  afford  some 
support.  This  device  was  first  used  by  Dr.  J.  Frank  at  the 
Hospital,  and  I  believe  is  deserving  of  special  mention,  inas- 
much as  it  keeps  up  an  admirable,  uniform  support  and 
warmth  of  the  parts — the  latter  often  a  relief  to  the  usual 
abdominal  distress,  so  that  an  opiate  becomes  unnecessary  ; 
and  the  former  of  great  value,  especially  in  those  cases  of 
severe  retching  and  vomiting.  -^ 

The  iodoform  wicking,  I  think,  has  advantages  over  the 
usual  gauze  for  capillary  drainage.  The  shreds,  as  you  know, 
are  continuous  and  not  apt  to  be  broken  or  interrupted  like 
gauze ;  it  can  be  passed  into  the  ordinary  glass  or  rubber 
drainage  tube,  as  well  as  used  to  advantage  after  the  removal 
of  the  tube. 

In  regard  to  the  use  of  the  catheter  after  laparotomies  or 
any  surgical  procedure,  I  was  pleased  to  hear  the  fact  spoken 
of  that  one  can,  with  a  little  patience,  get  along  without  the 
catheter  in  many  instances,  certainly  to  the  great  advantage 
of  both  patient  and  attendant.  Usually  the  use  of  the 
catheter  must  be  delegated  to  a  nurse  or  an  attendant,  and 
unless  great  care  is  taken,  both  as  to  cleanliness  and  the  use 
of  the  instrument,  an  irritability  of  the  urethra,  neck  of  the 
bladder,  or  possibly  cystitis  results,  which  is  not  only  annoying 
to  the  physician,  but  entails  suffering  upon  the  patient,  and 
leaving  a  trouble  that  is  apt  to  be  extremely  tedious  in  its 
after-treatment. 
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In  regard  to  the  injections  into  the  bowel  referred  to,  there 
seems  to  be  one  valid  objection  to  them — they  are  apt  to 
create  an  intolerance  on  the  part  of  the  rectum,  and  where 
used  early  may  prevent  that  which  is  of  greater  importance 
later  on,  the  nourishment  of  the  patient  per  rectum  with 
whiskey,  milk,  &c.— our  "  sheet  anchor  "  in  after- failure  from 
sepsis  and  other  causes. 

Dr.  Parkes  :  I  would  like  to  say  one  word  about  ether. 
It  has  been  the  anaesthetic  I  have  used  universally  in  all  cases 
of  laparotomy.  I  think  there  is  a  great  point  in  the  manner 
of  its  administration  and  the  inhaler  that  is  used.  I  am  sur- 
prised at  the  very  small  amount  of  ether  required  to  keep  a 
patient  asleep  by  means  of  the  ordinary  hospital  inhaler.  It 
is  a  rule  with  me  to  advise  the  anaesthetiser  not  to  keep  the 
patient  profoundly  asleep,  but  to  remove  the  ether  occasion- 
ally and  let  the  patient  have  as  much  air  as  possible  and  get 
along  with  as  little  ether  as  possible.  The  after-effects  depend 
upon  the  peculiarities  of  the  patient  as  to  its  influence  upon 
vomiting.  I  cannot  say  that  I  have  ever  used  any  remedy 
that  I  have  been  satisfied  was  of  great  service  in  relieving 
vomiting.  By  mistake  I  once  used  a  remedy  that  stopped 
persistent  vomiting  instantly.  The  patient  was  given  a  tea- 
spoon of  2^  per  cent,  carbolic  acid.  I  am  a  very  strong 
advocate  of  the  non-use  of  the  catheter.  I  do  not  think  it 
ought  to  be  used  at  all.  I  think  it  is  a  good  idea  in  the  pre- 
paratory treatment  to  teach  the  patient  to  use  the  bedpan. 
The  greatest  difficulty  arises  from  not  paying  attention  to 
that.  I  am  quite  sure  the  use  of  the  catheter  has  annoyed 
many  patients  a  good  deal.  I  do  not  believe  in  keeping  the 
patient  absolutely  quiet ;  I  allow  my  patients  to  move  about, 
and  tell  the  nurse  to  move  them.  I  do  not  think  the  wound 
itself  nor  any  of  the  complications  in  the  abdomen  are  dis- 
turbed to  any  harmful  degree  by  the  slight  changes  of  position 
which  give  such  comfort  to  the  patient. 

I  am  glad  Dr.  Jaggard  raised  the  point  of  keeping  the 
patient  in  bed  for  some  time  after  the  operation.  I  have  had 
a  similar  experience  to  his,  but  not  so  bad  in  its  results,  still 
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one  in  which  the  patient  was  placed  in  danger  by  getting  out 
of  bed  in  the  second  week,  and  I  have  had  patients  in  a  very- 
short  time  develop  an  attack  of  peritonitis  from  the  same 
cause.  I  do  not  allow  the  patient  to  even  assume  a  sitting 
position  until  the  end  of  the  third  week,  no  matter  how  well 
she  has  done. 

Let  me  say  one  word  about  after-treatment :  I  believe  it 
is  best  for  us  to  come  to  the  conclusion  that  no  after-treatment 
is  required. 

Dr.  T.  J.  Watkins,  in  closing  the  discussion,  said :  Mr. 
President, — With  reference  to  the  time  of  removal  of  the 
drainage  tube,  I  still  adhere  to  its  early  removal  as  suggested 
in  my  paper,  for  if  a  sufficient  amount  of  fluid  remain  con- 
nected with  the  tube  at  the  time  of  its  removal  to  interfere 
with  the  recovery  of  the  patient,  it  will  well  up  through  the 
sinus  ;  then  by  keeping  the  sinus  patent  just  through  the  ab- 
dominal wall,  it  will  heal  in  a  most  scientific  and  satisfactory 
manner.  If  the  fluid  be  not  connected  with  the  sinus,  allow- 
ing the  tube  to  remain  in  situ  will  do  no  good,  but  will  pro- 
duce constant  irritation. 

I  have  often  removed  the  drainage  tube  earlier  than  I 
thought  wise,  but  as  I  had  observed  in  a  number  of  cases  that 
sinuses  followed  the  prolonged  use  of  the  tube,  I  took  the 
chances,  and  in  none  of  these  cases  did  the  wound  do  badly. 
To  allow  a  sinus,  not  connected  with  a  suppurating  sac,  to 
heal  from  the  bottom  by  frequent  shortening  of  the  tube, 
seems  to  me  absurd,  for  the  walls  of  the  sinus  are  so  contrac- 
tile that  the  sinus  will  readily  close  unless  prevented.  It  is 
necessary,  then,  to  keep  the  sinus  open  only  just  through  the 
abdominal  wall,  and  for  a  short  time. 

The  time  of  removal  of  the  stitches  is,  I  think,  a  matter  of 
rather  slight  importance ;  if  the  wound  does  well  there  is  no 
reason  why  the  stitches  should  not  remain  in  situ  more  than 
one  week,  if  desirable ;  but  if  the  incision  be  short  and  the 
union  perfect,  there  is  no  reason  why  the  stitches  should  not 
be  removed  at  the  end  of  a  week. 

I  am  unable  to  see  any  reason  for  the  opinion  expressed 
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that  etherization  does  not  produce  nephritic  congestion.  No 
one  doubts  that  ether  is  eliminated  by  the  kidneys,  and  that 
when  given  in  small  amounts  it  has  an  active  diuretic  effect. 
It  is,  moreover,  a  therapeutic  fact  that  all  active  diuretics, 
when  given  in  excess,  produce  nephritic  congestion.  Scanty 
secretion  of  urine,  pain  in  the  region  of  the  kidneys,  nausea 
and  cephalalgia  not  infrequently  follow  etherization,  and  these 
symptoms  are  usually  relieved  by  increasing  the  functional 
activity  of  the  kidneys. 

The  danger  from  hypodermics  of  ether  is  not  septic 
infection,  but  local  paralysis. 

The  cases  cited  by  Drs.  Parkes  and  Jaggard,  in  which 
too  early  getting  up  after  laparotomy  proved  fatal,  present 
many  points  of  interest.  A  number  of  cases  are  on  record  in 
which,  after  the  patient  has  done  well  for  one,  two,  or  three 
weeks  following  laparotomy,  peritonitis  and  septicaemia  have 
suddenly  developed  with  a  fatal  result.  In  such  cases  the 
autopsy  has  usually  demonstrated  that  death  was  due  to  the 
rupture  of  a  pus  sac.  In  the  cases  cited  it  might  be  interest- 
ing to  inquire  first :  Were  they  not  of  this  nature  ?  and 
second  :  How  would  the  patients  have  done  had  they  re- 
mained longer  in  bed  ? 

In  the  matter  of  abdominal  support  I  consider  the  device 
of  Dr.  Newman  as  practicable  and  worthy  of  thorough  trial. 
I  think,  however,  that  the  use  of  an  abdominal  supporter  for 
many  weeks  or  months  after  laparotomy  is  bad  practice,  as  it 
causes  atrophy  of  the  abdominal  muscles  and  thus  increases 
the  liability  to  hernia.  The  late  Dr.  James  B.  Hunter  was 
one  of  the  first  to  abandon  the  abdominal  supporter.  As  soon 
as  the  wound  was  healed  he  gave  the  abdominal  walls  the 
rough  massage,  and  in  none  of  his  cases,  as  far  as  I  know,  did 
the  distressing  feeling  of  weakness  of  the  abdominal  walls,  so 
commonly  noticed  after  the  prolonged  use  of  the  supporter, 
occur,  or  hernia  result. 

I  think  the  question  of  the  kind  of  ether  inhaler  to  be  used 
is  most  important.     The  Clover  inhaler  is  theoretically  bad, 
but  practically  it  works  well.     When  properly  used,  not  more 
VOL.  VI. — NO.  23.  31 
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than  two  ounces  of  ether  are  necessary  for  the  first  hour,  and 
frequently  one  ounce  suffices  for  an  operation.  The  liability 
to  vomiting  is  much  lessened  when  little  ether  is  used,  and 
necessarily  congestion  of  the  kidneys  and  air  passages  is  much 
less  frequent. 

I  thank  the  Fellows  of  the  Society  for  their  kind  attention 
to,  and  discussion  of,  the  paper. 

NORTH  AMERICAN   PRACTITIONER. 

Three  Peritoneal  Sections  performed  upon  the  same  Patient 
within  Nine  Months ;  Vaginal  Section,  Ventral  Section 
and  Inguinal  Section.  By  Henry  T.  Byford,  M.D., 
Professor  of  Diseases  of  Women,  Post-graduate  Medical 
School ;  Gynaecologist  to  St.  Luke's  Hospital ;  Surgeon 
to  the  Woman's  Hospital  of  Chicago. 

I  have  thought  this  case  interesting  because  of  the 
number  of  peritoneal  sections  performed  upon  the  same 
person,  because  it  included  the  first  removal  of  an  ovary 
from  within  the  pelvic  cavity  by  way  of  the  inguinal  canal,^ 
and  from  its  illustration  of  the  characteristic  results  of  too 
much  conservatism. 

The  patient,  Sophie  N ,  a  servant  twenty-eight  years 

old,  was  admitted  to  St.  Luke's  Hospital  May  14,  1888,  and 
received  local  treatment  for  an  enlarged  right  ovary  and 
retroversion  of  uterus,  with  a  temperature  constantly  above 
99°  F.,  even  when  she  was  kept  in  bed  for  two  weeks. 
Uterus  could  not  be  kept  in  position  by  a  pessary.  On 
account  of  the  continued  pain  and  desire  of  the  patient  to 
become  able  to  again  work  for  her  living,  I  consented  to 
remove  the  enlarged  ovary.  This  I  did  by  vaginal  section 
August  15th,  1888.  The  left  ovary  was  drawn  down  in  sight 
and,  appearing  healthy,  was  not  taken  out.  After  closing 
the   vaginal    incision    I   introduced   a   stem   into  the  flabby 

1  All  other  inguinal  oophorectomies  have  been,  as  far  as  I  know,  for 
ovaries  within  or  at  the  entrance  of  the  inguinal  canal. 
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uterus,  and  tamponed  it  in  position  with  iodoform-gauze. 
The  patient  made  a  good  recovery,  but  the  uterus  again 
became  retroverted  when  the  patient  got  up  from  her  bed. 
The  temperature  became  normal,  but  the  backache,  and  par- 
ticularly the  pain  in  the  left  side,  was  still  so  severe  upon  any 
attempt  at  active  exercise,  that,  after  several  months'  treat- 
ment at  the  dispensary,  the  patient  returned  to  have  the 
other  ovary  removed.  Her  general  health  was  becoming 
more  impaired,  and  her  mental  condition  one  of  anxiety  and 
despondency. 

I  opened  the  abdomen  over  the  symphysis  January  9, 
1889,  before  the  regular  clinical  class  of  St.  Luke's  Hospital,'^ 
examined  the  left  ovary  again  by  sight  and  touch,  and, 
finding  it  healthy,  dropped  it  back  into  the  abdominal  cavity. 
I  pulled  up  the  old  stump,  from  which  the  ligatures  (braided 
silk.  No.  10)  had  become  absorbed,  and  stitched  it  to  the 
peritoneum  and  fascia,  to  the  right  of  the  supra  pubic  region, 
by  one  fine  silk  suture.  I  then  introduced  a  thread  through 
the  left  broad  ligament  near  the  uterus,  so  as  to  include  the 
round  ligament,  and  sutured  this  part  to  the  peritoneum  on 
the  left  side,  using  only  one  stitch.  Patient  recovered  without 
a  bad  symptom,  except  that  the  temperature  went  to  100"  F. 
three  weeks  later,  at  her  first  subsequent  menstrual  period. 
When,  at  the  end  of  four  weeks,  she  was  allowed  to  get  up, 
she  still  complained  of  her  back.  As  the  cervix  as  well  as 
the  fundus  was  forward  I  introduced  one  of  my  barrier 
pessaries  to  hold  the  cervix  back,  and  turned  her  over  to  the 
outdoor  department  for  local  treatment. 

In  about  three  months  she  returned  with  her  left  side 
worse  than  ever.  She  had  tried  to  work,  but  was  unable  to 
do  so,  and  now  demanded  that  all  of  her  pelvic  organs  be 
taken  out.     Local  treatment  had  failed  to  help  her. 

By  examination  I  found  the  uterus  still  hung  up  behind 
the  pubes,  and  the  left  ovary  very  tender  and  drawn  forward 
so  as  to  lie  behind  the  inguinal  canal. 

*  Norlh  American  Practitioner,  February,  1889. 
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Accordingly,  on  the  13th  of  May,  1889,  in  the  presence  of 
the  post-graduate  class,  I  cut  down  upon  the  left  external 
inguinal  ring,  opened  the  canal  a  short  distance,  cut  through 
its  posterior  wall  into  the  peritoneal  cavity,  and  came  directly 
upon  the  ovary.  I  was  able  with  forceps  to  draw  forth  the 
ovary  through  an  opening  in  the  peritoneum  that  would  not 
freely  admit  two  fingers.  The  broad  ligament  was  very 
firmly  attached  to  the  peritoneum  anteriorly,  just  as  it  had 
been  sewed,  but  the  ovary  was  now  enlarged  and  adherent  to 
the  posterior  surface  of  the  broad  ligament.  The  tube  was 
adherent  to  the  abdominal  wall  and  to  the  omentum.  I 
ligated  the  tube  and  ovarian  ligament  and  their  vessels  with 
one  thread,  and  the  infundibulo-pelvic  ligament  and  ovarian 
artery  with  another.  I  then  put  a  temporary  clamp  upon 
the  pedicle,  cut  off  the  ovary  and  tube,  and  sewed  up  the 
edges  of  the  unligated  middle  portion  of  the  broad  ligament 
with  fine  silk.  The  pedicle  was  thus  flat  and  over  an  inch 
wide,  and  traction  of  the  infundibulo-pelvic  portion  of  the 
pedicle  upon  the  uterus  avoided.  The  patient  recovered 
promptly,  with  only  one  bad  symptom,  viz. :  suppuration  of 
the  drainage  hole,  lasting  five  months  (although  the  discharge 
was  slight  after  the  first  month)  before  finally  closing.  I 
attributed  this  to  the  abundant  and  loose  character  of  the 
fatty  connective  tissue  in  front  of  and  under  the  paravesical 
pouch,  and  would  counsel  any  one  who  may  enter  the 
peritoneal  cavity  by  this  route,  to  work  a  little  upwards  as 
he  goes  through  the  posterior  wall  of  the  inguinal  canal — 
for  fear  of  getting  under  instead  of  into  the  pouch. 

By  way  of  criticism  I  may  say  that  it  would  have  been 
better  to  have  removed  both  ovaries  at  the  first  operation, 
viz.,  the  vaginal  section.  The  displacement  could  then 
probably  have  been  cured,  as  it  has  been  in  other  cases  of 
mine,  by  being  tamponed  into  position  until  the  exudates 
and  adhesions  about  both  stumps  and  the  recto-uterine  pouch 
had  formed.  But  I  believed,  and  still  believe,  that  the  left 
ovary  would  not  have  became  diseased  through  the  first 
operation.     Hence  my  conservatism  seems  not  entirely  un- 
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justifiable,  particularly  as  she  was  rather  an  attractive-looking 
girl  and  might  have  had  a  chance  to  marry  and  bear  children. 
The  cause  of  the  disease  of  the  remaining  ovary  was  the 
stitching  of  the  sound  side  to  the  abdominal  walls,  an  obser- 
vation which  has  led  me  to  suspect  that  the  broad  ligament 
structures  should  not  be  sutured  unless  the  ovary  be  at  the 
same  time  removed.  It  were  better,  I  think,  either  to  remove 
the  ovaries  or  else  pass  the  thread  through  the  uterine  wall. 
In  case  only  one  ovary  were  removed,  it  would  usually  be 
sufficient  for  a  case  of  retroversion  to  suture  the  side  of  the 
stump  only.  Either  Alexander's  operation  or  posterior  fixa- 
tion by  suturing  the  sacro-uterine  ligament  is  preferable  to 
stitching  the  sound  side.  As  to  the  unjustifiability  of  opening 
the  abdominal  cavity  so  often  in  one  patient,  we  have  come 
to  a  point  in  which  we  can  say  that  it  is  about  as  safe  to 
open  the  abdominal  cavity  as  to  open  deep  into  cellular 
tissue.  The  danger  lies  not  so  much  in  opening  the  cavity  as 
in  the  diseased  condition  we  find  and  interfere  with.  Explo- 
ration, hysterorrhaphy  and  the  removal  of  ovaries  without 
adhesions  or  development  into  tumours,  give  very  slight 
mortalities  in  the  hands  of  the  expert,  and  will  soon  be,  in 
fact  are  now,  performed  in  cases  in  which  life  is  not  at  stake. 
As  to  this  particular  case,  operations  upon  the  peritoneum 
did  not  seem  to  affect  the  patient  any  more  seriously  than 
minor  operations  do  the  majority  of  patients.  She  is  com- 
pletely cured  of  her  symptoms,  and  is  content  to  retain  the 
rest  of  her  organs. 

AMERICAN  JOURNAL  OF  OBSTETRICS,    189O. 
The  Treatment  of  Posterior  Displacements  of  the  Uterus} 
By  H.J.  BOLDT,  M.D.  (New  York). 

It  is  evident  to  all  that  posterior  displacements  require  as 
much  variation  in  treatment  as  there  are  complications  with, 
and  causes  for,  the  faulty  position ;  but  the  time  is  too  limited 


1  Read  before  the  New  York  Obstetrical  Society,  March  i8th,  1S90. 
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to  enter  into  the  details  of  the  subject.  I  wish  to  invite  your 
attention  to  some  of  the  conditions  in  which  surgical  mea- 
sures must  be  adopted  in  order  to  secure  a  successful  result. 
Although  the  object  in  view  is  alike  in  all  cases,  viz.,  to  place 
and  keep  the  uterus  anterior,  the  particular  procedure  must 
necessarily  differ  with  individual  patients  and  conditions. 

It  is  generally  admitted  that  displacements,  as  such,  pro- 
duce none  but  mechanical  symptoms.  The  various  pains  and 
aches,  or  reflex  phenomena,  of  which  such  patients  complain, 
are  caused  by  the  pathological  conditions  which  complicate 
the  malposition. 

In  an  excellent  paper  read  before  the  American  Gynaecolo- 
gical Society  at  its  last  session.  Dr.  Wm.  M.  Polk  dealt  with  a 
similar  subject ;  it  will  hence  be  needless  for  me  to  take  up 
the  time  with  methods  considered  by  him. 

It  is,  of  course,  obvious  that  defects  existing  in  the  pelvic 
floor  must  invariably  be  remedied  if  we  expect  our  treatment, 
whether  ambulatory  or  surgical,  to  be  successful. 

I  take  the  standpoint  that  all  surgical  interference  must  be 
limited  to  selected  cases ;  should  operation  be  necessary,  one 
which  utilizes  the  already  existing  supports  of  the  uterus 
ought  generally  to  be  chosen.  The  latest  of  these  procedures 
is  that  introduced  by  Frommel,^  who  utilizes  the  posterior 
suspensory  ligaments  as  follows.  The  abdominal  section  is 
made  in  Trendelenburg's  posture,  and,  after  separating  the 
adhesions  and  holding  the  uterus  well  forward,  the  posterior 
peritoneal  reflexions  are  surrounded  with  a  suture  near  their 
uterine  insertion  and  fastened  to  the  lateral  pelvic  peritoneum. 
The  effect  is  that  instead  of  the  bands  going  more  or  less  in  a 
straight  direction  towards  the  rectum,  they  are  caused  to 
deviate  at  a  right  angle,  thus  practically  shortening  them  and 
throwing  the  body  forward.  In  the  case  reported  the  opera- 
tion was  not  successful,  the  failure  being  due,  according  to  the 
operator,  to  the  suture  material  used.  Another  and  seem- 
ingly an  excellent  method  recently  carried  out  by  our  fellow- 

*  See  Centralblatt  fur  Gyndkologie^  No.  6,  1890. 
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member,  Dr.  Dudley,  is  the  one  to  which  he  has  applied  the 
term  "  uterine  desmopcynosis."  Through  his  courtesy,  the 
privilege  of  examining  his  patient  was  extended  to  me,  and 
the  result  that  I  found  at  that  time  was  all  that  could  be 
desired. 

The  main  steps  in  this  operation  are  the  denudation  of 
the  anterior  surface  of  the  uterus  and  the  broad  ligaments, 
which  latter  are  stitched  to  the  raw  uterine  surface,  thus 
shortening  the  lateral  suspension  bands  and  thickening  the 
anterior  uterine  wall,  making  it  also  a  trifle  heavier  in  weight. 
The  round  ligaments  are  now  shortened  and  given  a  lower 
attachment  by  folding  them  in  ;  they  are  also  sewn  to  the 
anterior  surface  of  the  uterus. 

A  third  new  method  is  that  adopted  by  Kelly,  who 
attaches  the  ovarian  ligaments  to  the  parietal  peritoneum. 
The  three  cases  so  operated  upon  by  him  have  done  well, 
the  uterus  being  thrown  into  as  near  a  physiological  position 
as  it  is  possible  to  accomplish  with  any  operation.  (See 
The  Johns  Hopkins  Hospital  Bulletin,  No.  2,) 

The  great  majority  of  fixations  can,  however,  be  freed  by 
manual  manipulation,  according  to  the  method  of  either 
Schultze  or  Brandt,  with  the  latter  of  which  I  have  dealt  at 
some  length  on  a  previous  occasion.^  Two  of  the  surgical 
methods  adopted  by  me,  upon  which  I  will  take  the  liberty  to 
report,  are  ventral  suspension  and  ventral  fixation.  By  sus- 
pension is  meant  the  approximation  of  the  uterus  to  the  pari- 
etal peritoneum  by  means  of  one  or  more  sutures  ;  whereas 
in  fixation  the  uterine  serosa  is  in  addition  scraped  off  to  a 
limited  extent  from  the  anterior  surface  of  the  fundus,  thus 
absolutely  necessitating  fixation  by  adhesions.  If  the  respec- 
tive case  is  such  as  to  promise  a  good  ultimate  result  by 
suspension,  then  this  is  as  good  as  any  direct  method  known 
to  me,  because  it  is  very  simple  and  done  in  less  time  than 
any  other  operation,  which  is  of  considerable  importance  in 
some   cases,   and   the  adhesions,  if  any  form  at  all  to  the 
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parietal  peritoneum,  are  so  slight  that  should  pregnancy- 
ensue  in  the  future  it  will  not  be  interfered  with  by  them. 
This  is  evident  from  the  technique  of  the  operation — viz.  : 
after  breaking  up  the  adhesions,  which  I  have  seen  so  dense 
that  the  use  of  ligature  and  scissors  was  required  to  sever 
them,  a  silkworm-gut  suture  is  threaded  in  a  coarse  needle 
for  the  parietes  ;  after  these  have  been  pierced,  a  fine  curved 
needle  without  cutting  edges  is  exchanged  for  the  coarse 
needle,  and  the  suture  passed  beneath  the  uterine  serosa  at 
the  fundus,  taking  in  about  one  inch  of  surface ;  then  the 
exchange  is  again  made  for  the  coarse  needle,  and  the 
opposite  parietal  wall  pierced.  The  rest  of  the  sutures  to 
close  the  abdominal  incision  are  placed  in  situ,  and  a  sponge 
on  a  handle  is  introduced  into  the  cul-de-sac  to  ascertain  the 
amount  of  bleeding  from  the  torn  adhesions ;  we  must  also 
make  sure  that  there  are  no  intestines  in  front  of  the  uterus. 
Everything  being  in  order,  the  suspending  suture  is  tied,  and 
then  the  rest  of  the  abdominal  incision  closed.  The  smallest 
pessary  suitable  for  the  respective  case  should  at  once  be  in- 
serted to  take  off  the  strain  of  the  uterus  on  the  suture.  The 
supporter  must  be  worn  for  a  variable  period  of  time.  After 
the  lapse  of  one  week  the  silkworm  suture  is  cut,  to  prevent 
burying  into  the  integuments,  but  it  is  not  entirely  removed 
for  two  weeks. 

The  indications  for  this  particular  operation  are  :  when  the 
uterus  is  fixed  so  firmly  that  local  treatment  is  of  no  avail,  or 
when  we  have  reason  to  believe  that  such  a  form  of  tubal  or 
ovarian  disease  co-exists  with  the  malposition  that  manual 
treatment  is  contra-indicated.  If,  on  opening  the  abdomen 
under  such  circumstances,  we  find  that  the  disease  of  the 
adnexa  is  not  suppurative,  a  hydro-  or  hemato-salpinx,  the 
appendages  should  not  be  indiscriminately  removed  just  be- 
cause the  patient  complained  of  pains  referable  to  the  tubes 
or  ovaries,  for  the  reason  that  probably,  when  the  perimetritic 
adhesions  which  hold  the  uterus  in  its  pathological  position 
are  broken  up  and  the  adnexa  are  freed,  these  organs  will 
eventually  be  restored  to  a  normal  condition,  either  with  or 
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without  subsequent  treatment.  I  have  had  the  good  fortune 
to  prove  this  to  my  own  satisfaction,  as  will  be  seen  from  the 
cases  to  be  narrated.  Suspension  is,  however,  not  applicable 
to  cases  in  which  we  have  a  flexion  angle  atrophied  to  any 
marked  degree,  or  when  the  natural  supports  are  relaxed  and 
atrophied  to  such  an  extent  that  their  subsequent  physiologi- 
cal usefulness  cannot  be  relied  upon,  so  that  the  organ  would 
probably  subsequently  fall  back  again,  with  eventually  a  for- 
mation of  fresh  perimetritic  adhesions  and  the  old  trouble  re- 
newed. In  that  class  of  cases  the  operator  must  judge  which 
of  the  various  operations  already  practised  would  be  the  most 
rational.  I  do  not  see  any  practical  objection  to  the  denuda- 
tion of  the  uterine  serosa  to  the  extent  of  1.5  to  2  square 
centimetres  and  making  2i  fixation  with  two  or  three  sutures. 
For  illustration,  barring  my  own  observation  of  pregnancy 
after  this  treatment,  I  refer  you  to  the  cases  of  recurring 
pregnancy  after  Cesarean  section,  when  we  almost  invariably 
have  adhesions  to  the  anterior  wall ;  a  marked  example  of 
which  is  mentioned  by  Dr.  Howard  Kelly  in  the  case  of  Mrs. 
Reybold  in  the  March  number  of  the  American  Journal  of 
Obstetrics  of  this  year.  Yet  it  is  but  proper  to  limit  this 
procedure,  until  more  is  known  as  to  the  ultimate  condition 
of  patients  so  operated  upon,  to  those  cases  where  the  appen- 
dages have  been  removed,  or  where  the  likelihood  does  not 
exist  of  future  impregnation.  A  ventral  fixation  of  some 
kind  should  always  accompany  double  ovariotomies  or  sal- 
pingectomies when  the  uterus  is  posterior,  else  I  should  not 
consider  the  operation  complete. 

As  will  be  seen  from  the  cases  treated  by  ventral  fixation 
and  suspension,  we  have  every  reason  to  give  this  mode  a 
favourable  consideration,  despite  the  fact  that  the  non-preg- 
nant uterus  belongs  in  the  pelvic  and  not  in  the  abdominal 
cavity. 

My  first  case  was  done  on  March  17th,  1887.  The  patient 
was  thirty-four  years  old,  and  had  been  suffering  intensely  for 
two  years,  the  illness  following  an  attack  of  general  peritonitis 
for  which  no  cause  could  be  found  except  "  a  cold."    The 
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tubes  and  ovaries  were  enlarged,  very  sensitive  and  adherent. 
The  uterus  was  held  posterior  by  a  broad,  short,  and  very 
thick  adhesion  which  required  the  use  of  scissors.  After 
separating  all  the  adhesions  a  silver-wire  suture  was  used  to 
suspend  the  uterus.  The  pessary  which  was  placed  in  situ 
immediately  after  closing  the  abdominal  wound  was  worn 
only  three  months.  The  result  is  satisfactory  in  every 
respect :  the  former  ovarian  pains,  excruciating  dysmenor- 
rhcea,  &c.,  have  entirely  disappeared  ;  the  uterus  is  anterior 
and  freely  moveable.  Examined  in  my  clinic  on  March 
19th :  uterus  is  still  in  good  position,  and  she  feels  perfectly 
well. 

Case  II. — E.  C.  had  had  salpingotomy  and  ovariotomy 
performed  on  previous  occasions.  On  March  5th,  1888,  the 
abdomen  was  opened  a  third  time  to  relieve  her  of  the  dis- 
tressing pain  caused  by  an  adherent,  retroflexed  uterus. 
Ventral  fixation  was  difficult ;  the  haemorrhage  so  profuse 
as  to  require  an  intra-abdominal  tampon  of  iodoform  gauze 
for  twenty-four  hours,  and  a  vaginal  packing  as  counterpres- 
sure  to  control  it.  Patient  was  lost  sight  of  after  a  few 
months,  but  when  last  seen  the  uterus  was  anterior. 

Case  III. — C.  S.,  forty-eight,  single,  domestic.  Patient 
had  been  unable  for  a  long  time  to  attend  to  any  work  on 
account  of  intense  suffering,  consisting  of  backache,  pain  in 
both  ovarian  and  hypogastric  regions  and  in  the  thighs.  The 
uterus  was  bound  firmly  posterior,  and  both  ovaries  enlarged, 
cystic,  and  adherent.  Operation  April  23rd,  1888.  The 
adhesions  were  broken  up  and  the  uterus  suspended.  Dis- 
charged from  the  hospital  five  weeks  subsequently.  Uterus 
anterior.  Patient  feels  much  easier,  although  not  quite  free 
from  pain  in  the  ovarian  regions.  Other  pains  have  entirely 
subsided.     Seven  months  after  operation  she  is  entirely  well. 

Case  IV. — B.  H.,  thirty-eight,  multipara.  Had  similar 
symptoms,  but  in  addition  epilepsy  and  at  times  psychical 
disturbance.  The  examination  revealed  a  condition  similar 
to  the  previous  case.  The  operation  by  suspension  was  done 
on  May  7th,  1888,  and  was  successful  as  regards  keeping  the 
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uterus  anterior  for  the  length  of  time  that  the  patient  could 
be  observed,  Le,,  two  months.  The  psychical  disturbance  and 
ovarian  pains  were  not  relieved.  She  died  subsequently,  as 
near  as  I  could  learn,  of  some  form  of  insanity. 

Case  V.— M.  N.,  set.  twenty-nine.  Operated  May  28th, 
1889,  by  ventral  suspension.  The  symptoms  and  condition 
were  much  the  same  as  in  Case  III.  Seen  six  months  later, 
and  the  uterus  was  still  in  normal  position.  She  was  relieved 
of  all  except  the  symptoms  produced  by  an  oophoritis,  on  the 
left  side,  of  moderate  severity.  A  note  in  my  history  book 
states  that  she  was  also  seen  and  examined  by  Dr.  C.  C.  Lee, 
who  corroborated  the  physical  condition.  I  was  informed  by 
a  relative  a  few  weeks  ago  that  the  patient  is  perfectly  well 
now,  and  able  to  attend  to  her  duties  as  a  domestic,  which 
she  could  not  do  prior  to  the  operation. 

Case  VI. — A.  S.,  operated  on  January  25th,  1889 ;  twenty- 
six  years  old ;  married  one  year ;  had  one  child  four  months 
previous,  since  which  time  she  has  been  suffering  unbearable 
pain  in  the  lumbar  region,  thighs  and  abdomen.  Had  chills 
and  fever.  The  uterus  was  firmly  adherent  posteriorly,  and  a 
fulness  existed  on  either  side.  The  abdomen  was  opened  in 
the  expectation  of  finding  puerperal  suppurative  salpingitis 
as  a  complication.  Though  the  adnexa  were  enlarged  and 
adherent,  it  was  not  considered  that  the  acute  salpingitis 
required  treatment  by  salpingotomy.  The  perimetritic  adhe- 
sions of  the  uterus  and  appendages  were  broken  up,  and  the 
uterus  attached  to  the  anterior  abdominal  wall  after  denuding 
the  serosa  for  fully  a  square  inch.  The  patient  on  the  third 
day  developed  a  severe  croupous  pneumonia,  but  eventually 
made  a  good  recovery.  When  seen  six  months  later  the 
uterus  was  anterior,  positively  adherent  to  the  parietal  peri- 
toneum, and  her  condition  was  excellent  in  every  respect. 
When  last  seen,  quite  recently,  she  was  four  months  preg- 
nant, without  the  slightest  inconvenience,  and  her  health  and 
physical  condition  all  that  could  be  desired.  The  uterine 
serosa  was  scraped  off  to  see  what  effect  pregnancy  would 
produce  should  it  occur. 
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Case  VII.— Operated  Jirtie  3rd,  1889.  C.  E.,  set.  thirty- 
three,  widow;  one  child  sixteen  years  ago.  Patient  had 
suffered  constant  misery  since  the  birth  of  the  child,  and  had 
during  that  time  been  in  the  care  of  a  number  of  physicians 
without  benefit.  She  was  also  treated  by  me  with  pelvic 
massage,  electricity,  &c.,  without  producing  any  change  for 
the  better,  as  regards  her  own  feelings.  The  uterus  was 
firmly  glued  down  by  broad  adhesions,  both  ovaries  and 
tubes  tightly  adherent  and  enlarged,  exceedingly  tender  to 
touch.  Ventral  fixation  after  denudation  of  the  serosa. 
Seen  by  me  yesterday :  the  uterus  is  in  good  position ;  on 
account  of  her  avocation,  which  requires  constant  physical 
exertion  by  standing  or  walking,  she  at  times  experienced 
a  dragging  sensation,  which  is,  however,  completely  relieved 
by  the  use  of  a  pessary ;  menstruation  and  bowels  are  regular 
and  absolutely  free  from  pain — which  had  not  been  the  case 
since  the  beginning  of  her  illness.  She  is  now  perfectly  well 
and  a  picture  of  health  compared  to  her  former  physical 
condition. 

Case  VIII. — A.  C,  widow,  thirty  years  old  ;  four  children, 
the  last  born  four  years  ago.  Suffered  from  a  long  train  of 
symptoms  due  to  the  complications  of  a  retroflexion.  Uterus 
enlarged  but  mobile.  An  extensive  laceration  of  the  cervix. 
Could  not  wear  a  pessary  of  any  kind,  the  body  tipping  over 
the  upper  bar.  Operation  June  9th,  1889.  First  repaired 
the  lacerated  cervix,  then  attempted  to  shorten  the  round  liga- 
ments. The  ligament  operated  upon  broke  off  in  the  inguinal 
canal,  and  I  could  not  have  reached  it  again  without  opening 
the  peritoneal  cavity.  Fearing  that  the  same  thinness  of  the 
ligament  might  exist  on  the  other  side,  I  preferred  to  make  a 
median  incision  and  attach  the  uterus  by  ventral  suspension. 
The  uterus  was  anterior  at  the  time  when  the  patient  left  the 
hospital,  but  I  have  unfortunately  been  unable  to  trace  her  for 
the  purpose  of  ascertaining  her  present  condition. 

Case  IX. — A.  L.,  cet.  thirty-two  years,  widow;  two  children ; 
no  abortion  or  miscarriage.  Last  child  was  born  six  years 
ago.     Menstruation  began  at  fifteen,  and  up  to  the  time  of  her 
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present  illness  she  had  always  been  regular,  ever}'  four  weeks, 
the  flow  lasting  four  days.  No  dysmenorrhea.  Bowels  were 
regular.  No  bladder  symptoms.  Her  illness  dates  back  four 
years,  and  consists  of  constant  pain  in  the  left  ovarian  region 
and  backache,  so  intense  that  she  is  unable  to  do  any  work. 
In  addition,  frequent  "  bearing  pains "  in  the  hypogastric 
region  are  a  distressing  accompaniment.  Frontal  headache  is 
without  intermission,  but  more  severe  at  times.  Menstruation 
is  irregular,  occurring  at  intervals  of  from  two  to  three  weeks, 
and  lasting  two  to  three  days,  but  a  large  quantity  of  blood  is 
lost  during  the  period.  Very  intense  dsymenorrhea.  Bowels 
are  constipated.  Status  in  March,  1889  :  Perineum  lacerated. 
Vagina  unusually  flaccid.  The  anterior  wall,  with  a  cystocele, 
protrudes  from  the  vulva.  Rectocele.  Uterus  descended, 
retroflexed  with  version,  but  broad  and  firm  adhesions  hold 
the  organ  in  its  pathological  position,  so  that  it  cannot  be 
brought  anterior,  although  slightly  movable.  The  right  tube 
and  ovary  are  much  enlarged,  very  sensitive,  low  down,  and 
adherent.  The  left  adnexa  is  sensitive  to  touch,  but  not 
markedly  enlarged.  Operation  June  28th,  1889.  Ventral 
fixation  and  repair  of  defects  in  pelvic  floor.  In  doing  the 
hysterorrhaphy  the  needle  broke  off  in  the  substance  of  the 
uterus  and  buried  itself  so  deep  that  it  could  not  have  been 
extracted  without  considerable  cutting  ;  it  was  therefore  left 
in,  and  has  not  caused  the  slightest  trouble.  The  uterus  is  an- 
terior and  mobile,  though  the  attachment  to  the  parietal  peri- 
toneum is  readily  appreciated.  There  is  a  little  tenderness 
still  in  the  right  ovarian  region,  on  deep  pressure,  yet  practi- 
cally the  formerly  intensely  inflamed  appendage  has  assumed 
a  normal  condition.  As  regards  the  descensus  vaginae  with 
cystocele,  it  is  also  cured.  She  is  now  equally  as  free  from 
discomfort  as  Case  VII.,  and  does  her  duties  as  domestic  with- 
out the  slightest  inconvenience. 

Case  X. — Mrs.  S.,  aet.  thirty-two  ;  Ilpara,  and  one  abor- 
tion at  the  third  month.  Her  illness  dates  back  two  years. 
The  symptoms  and  physical  condition  are  similar  to  those  in 
the  previous  case ;  the  result  from  operation,  which  was  done 
on  June  25th,  1889,  is  the  same  as  in  the  latter  case. 
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I  am  satisfied,  from  careful  observation  of  my  patients,  that 
the  perimetritis,  salpingitis,  and  oophoritis  coexisting  with 
many  cases  of  retroflexion  will  subside  after  the  uterus  has 
been  anteposed  by  some  method ;  further,  that  practically  the 
method  practised  a  number  of  times  by  me  is  equally  as  affec- 
tive as  those  practised  by  many  of  my  colleagues,  and  excels 
all  in  the  saving  of  time.  Yet  I  reiterate  that  it  depends 
entirely  on  the  particular  case  which  procedure  is  preferable. 
In  consequence,  eclecticism  is  necessary. 

We  meet  with  cases  occasionally  where  we  intend  to  operate 
only  with  a  view  to  break  up  the  adhesions  and  correct  the 
displacement ;  but  upon  opening  the  abdomen  it  is  found  that 
the  disease  of  the  adnexa  on  one  or  both  sides  is  so  extensive 
as  to  leave  the  repair  by  natural  means  entirely  out  of  the  ques- 
tion. Such  cases  have  been  encountered  by  me  several  times, 
so  that  the  operation,  instead  of  being  a  hysterorrhaphy,  has 
turned  out  to  be  a  salpingo-oophorectomy,  and  the  ventral 
fixation  the  auxiliary  measure.  I  therefore  do  not  enumerate 
these  cases  among  the  operations  mentioned.  I  will  also  say 
that  in  one  instance  of  this  class  the  operation  has,  as  con- 
cerns keeping  the  uterus  anterior,  been  a  failure.  The  sus- 
pension method  was  used. 

From  the  perusal  of  reported  cases  operated  by  anteflexing 
the  uterus  with  a  utero- vaginal  suture,  according  to  Schuecking, 
of  Pyrmont,  that  method  also  deserves  a  trial  in  suitable  cases, 
and  I  hope  to  be  able  to  contribute  my  experience  with  it 
soon. 

B.  S.  Schultze's  method  of  forcibly  breaking  up  adhesions 
formerly  seemed  to  me  to  be  fraught  with  too  much  danger 
to  be  carried  out  in  practice ;  but,  from  the  cases  published 
and  a  limited  personal  experience,  I  am  convinced  that,  with 
proper  care,  no  serious  consequences  will  result  in  suitable 
cases,  although,  if  time  is  no  object,  I  unhesitatingly  would 
give  the  preference  to  the  manual  treatment  after  Thure 
Brandt's  method. 

All  displacements  amenable  to  treatment  with  pessaries 
should  be  so  treated.     The  pessaries  must  be  selected  with 
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great  care.  We  have  all  seen  the  most  intense  direct  and 
reflex  symptoms,  due  to  posterior  displacements,  removed  by 
the  wearing  of  a  perfectly  fitting  pessary.  A  few  unusual 
cases  may  not  be  amiss  to  serve  as  illustrations  : — 

The  first  is  the  most  marked  example  which  has  occurred 
in  my  practice.  The  patient  is  now  forty-two  years  old, 
married  nearly  twenty  years.  Has  had  four  children  and  two 
abortions ;  the  last  child  was  born  two  years  ago.  For  several 
years  prior  to  the  time  when  the  patient  came  under  my 
observation  she  complained  of  insomnia,  loss  of  appetite,  a 
feeling  of  fear  and  anxiety ;  she  had  hallucinations  and  illu- 
sions ;  occasionally  left  her  home  because  she  imagined  her- 
self persecuted  there.  Several  times  she  was  prevented  from 
committing  suicide,  so  that  it  was  necessary  to  keep  her 
under  constant  observation.  For  a  time  she  had  been  con- 
fined to  the  care  of  a  private  asylum,  and,  although  under  the 
care  of  different  physicians  at  home  and  in  hospitals,  a  vagi- 
nal examination  had  not  been  made.  In  the  fall  of  1883, 
when  the  patient  was  referred  to  me,  she  looked  haggard  and 
anaemic,  complained  of  general  malaise  and  the  symptoms 
already  mentioned  above.  On  closer  interrogation  she  stated 
that  there  were  present  lumbar  and  hypogastric  pains,  which 
about  the  menstrual  period  became  very  much  intensified — so 
much  so  that  she  could  scarcely  leave  her  bed.  The  bowels 
were  extremely  sluggish,  to  such  a  degree  that  unless  a 
cathartic  was  used  she  would  not  have  a  movement  oftener 
than  once  in  from  ten  to  fourteen  days. 

The  uterus  was  found  slightly  descended,  indurated  and 
large  (hyperplasia),  retroverted ;  a  bilateral  laceration  of  the 
cervix  and  an  enormous  rectocele.  The  uterus  measured 
three  and  a-half  inches ;  not  very  sensitive  to  touch  and  quite 
movable.  The  proposal  to  sew  up  the  existing  lacerations 
was  met  with  refusal,  and  on  account  of  her  mental  condition 
not  insisted  upon. 

For  a  short  period  the  patient  was  treated  with  borated 
glycerine  tampons,  and  these  were  followed  with  a  well-fitting 
retroversion   pessary,  besides    general   treatment  and   good 
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hygienic  surroundings.  In  the  course  of  six  months  she  had 
improved  beyond  recognition,  and  all  symptoms  of  her  former 
melancholia  with  suicidal  intentions  had  disappeared.  She 
was  discharged  and  requested  to  return  once  every  four 
weeks  to  have  the  pessary  seen  to.  After  another  interval  of 
three  months,  at  her  urgent  request  the  supporter  was  re- 
moved. Six  weeks  after  this  she  was  brought  to  me  again 
with  a  gradual  return  of  her  former  symptoms.  The  uterus 
was  at  once  replaced,  and  in  a  few  weeks  good  health  was  the 
result,  which  had  continued  up  to  one  year  ago,  when  the 
patient  was  last  seen  by  me.  She  had  had  the  lacerations 
operated  upon  after  the  birth  of  her  last  child,  but  it  was 
necessary  to  continue  the  use  of  the  pessary.  It  is  in  such 
cases  that  the  Alexander  or  other  indirect  operation  could  be 
performed  with  good  result,  if  dispensing  with  the  pessary 
were  necessary  or  desirable. 

Case  II. — Mrs.  S.  K.,  aet.  thirty-five  years,  married  ten 
years ;  had  two  children,  the  last  seven  years  ago ;  both 
labours  were  normal.  The  illness  dated  to  a  short  period 
subsequent  to  her  last  delivery,  consisting  of  headache,  tachy- 
cardia, nausea  and  vomiting,  backache  and  blurred  vision. 
The  headache,  nausea,  and  vomiting  were  most  intense  and 
nearly  constant.  I  have  seen  the  nausea  and  vomiting  so 
persistent  about  the  menstrual  epoch  that  it  became  necessary 
to  use  nutritive  enemata  for  three  to  four  days.  Menstruation 
was  irregular  and  profuse.  The  condition  existing  was  an 
enlarged  prolapsed  ovary,  retroversion,  endo-  and  perimetritis. 
Three  months'  treatment  sufficed  to  restore  the  patient  to 
perfect  health.  In  this  case  a  number  of  months  had  elapsed 
before  the  patient  could  be  induced  to  permit  a  vaginal 
examination ;  it  was  only  due  to  her  becoming  worse  from 
month  to  month  that  she  finally  submitted. 

The  relation  between  eye  troubles  and  the  uterus  are 
known  to  us  all.  I  need  only  refer  to  the  works  of  Mooren 
and  Salo  Cohn  on  this  subject. 

Nuel  on  "  Des  Amblyopies  Reflexes,"  page  700,  cites  the 
interesting  case  of  a  widow  whose  physical  strength  had  been 
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gradually  diminishing  for  several  years.  During  the  past 
few  months  she  had  lost  her  sight  to  such  an  extent  that  she 
could  not  find  her  way  alone.  An  examination  showed  that 
on  the  right  side  the  sight  was  completely  destroyed.  With 
the  left  eye  she  could  scarcely  count  fingers  at  a  distance  of 
two  and  one-half  metres.  Perception  of  colours  was  entirely 
lost ;  both  pupils  were  slightly  dilated  and  reacted  slowly  to 
light.  On  the  right  side  the  ophthalmoscope  showed  a 
cloudy  grey  colour  as  in  moderate  infiltration.  The  contours 
of  the  papillae  were  cloudy.  On  the  left  side  there  was  only 
a  moderate  hyperaemia  of  the  papillae.  The  urine  contained 
neither  albumen  nor  sugar.  The  patient  also  complained  of 
dyspnoea,  depression  of  the  chest,  headaches,  tinnitus  aurium, 
pain  in  the  abdomen,  hips,  &c.  After  replacing  the  uterus 
and  inserting  a  proper  pessary,  with  general  and  other  local 
treatment,  she  rapidly  recovered  and  also  regained  her  sight. 
As  a  proof  that  the  eye  affection  was  due  to  the  displacement 
of  the  uterus,  it  need  only  be  said  that  after  removal  of  the 
pessary  by  herself  her  vision  became  impaired  again,  but  was 
restored  by  the  reposition  of  the  uterus  and  wearing  a  pessary. 

Cohn  notes  a  case  of  double  optical  neuritis,  due  entirely 
to  retroflexion,  cured  after  replacing  and  supporting  the 
uterus  with  a  pessary.  I  myself  have  seen  several  instances 
of  impaired  vision  in  posterior  displacements  corrected  by  the 
wearing  of  pessaries.  It  is  obvious  that  merely  the  correction 
of  the  displacement  alone  will  not  suffice  in  the  majority  of 
cases,  but  that  other  local  and  general  treatment  must  be 
instituted.  However,  all  treatment  is  useless  unless  the 
displacement  which  primarily  gives  rise  to  the  complication 
is  corrected. 

These  posterior  displacements,  with  or  without  more  or 
less  fixation,  where  there  is  excessive  tenderness  in  the  para- 
metria, and  where  there  is  oophoritis,  salpingitis,  or  both, 
associated,  especially  require  great  care  and  gentleness  during 
treatment.  They  are  also  generally  complicated  with  great 
sensitiveness  at  the  os  internum. 

Here  tampons,  impregnated  with  a  saturated  solution  of 
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iodide  of  potassium  in  glycerine  (i  to  2),  answer  an  excellent 
purpose.  The  medicaments  may,  however,  according  to  indi- 
cations be  changed,  viz.,  alum,  boric  acid,  tinct  of  iodine,  i 
part  to  60  parts  of  glycerine,  either  of  these  singly  or  in  com- 
bination. Usually  no  attempt  should  be  made  to  replace  the 
retroverted  or  retroflexed  uterus  until  the  sensitiveness  of  the 
surroundings  has  been  diminished. 

Cceliotomy :  Tkisy  and  not  Laparotomy ,  is  the  proper  Greek 
Synonym  of  "  Abdominal  Section^"  Laparotomy  being  an 
Incision  of  the  Flank  only.  By  Robert  P.  Harris, 
A.M.,  M.D.,  Philadelphia,  Fellow  of  the  College  of 
Physicians  of  Philadelphia,  Member  and  Ex-President  of 
the  Philadelphia  Obstetrical  Society,  Honorary  Member 
of  the  American  Gynaecological  Society,  Corresponding 
Member  of  the  Royal  Academy  of  Medicine  and  Sur- 
gery of  Naples,  &c. 

The  language  of  Greece  and  of  the  Greek  islands,  became 
of  right  that  also  of  anatomy,  more  than  two  thousand  years 
ago,  by  reason  of  the  fact  that  two  Greek  practitioners  of 
surgery,  Herophilus,  born  B.C.  307,  and  Erasistratus,  his 
colleague,  three  years  younger,  the  former  a  pupil  of  Praxa- 
goras,  and  the  latter  said  to  be  a  grandson  of  Aristotle,  were 
the  first  to  whom  a  quasi  regal  authority  gave  permission  to 
dissect  human  bodies  in  the  interest  of  science.  Ptolemy 
Soter,  and  his  son,  Ptolemy  Philadelphus,  were,  to  a  certain 
degree,  patrons  of  the  arts  and  sciences  in  Egypt;  and 
directed  that  the  bodies  of  executed  criminals,  to  the  abhor- 
rence of  national  prejudice,  should  be  given  up  for  anatomical 
study.  Their  dissections  were  made  in  Alexandria,  the 
capital,  then  under  the  dominion  of  Greece.  These  men 
gave  to  anatomy  many  of  the  names  now  in  use,  and  sur- 
gical terms  have  in  numerous  instances  originated  in  Greek 
anatomical  roots.  There  were,  it  is  true,  earlier  anatomists 
and  anatomical  terms,  but  the  studies  of  Hippocrates,  of  Cos, 
B.C.  460;   and  later  of  Aristotle,  384,  and  Praxagoras,  341, 
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were  of  restriction  made  upon  the  lower  animals,  as  they 
were  also  for  centuries  after  the  Ptolemaic  exception,  and  are 
to-day  in  the  empire  of  China.  Many  anatomical  terms  are 
as  old  as  Hippocrates,  and  some  that  common  consent  has 
retained,  although  founded  in  error,  were  given  when  an 
artery  was  supposed  to  convey  air,  and  an  aponeurosis  to  be  a 
nerve  structure  instead  of  a  tendinous  expansion. 

At  a  later  period  in  anatomical  study  we  find  statements 
that  accord  better  with  the  more  intimate  knowledge  of  the 
present  day,  and  terms  of  a  more  distinctive  character  in  use, 
such  as  were  applied  to  one  region  or  organ  and  not  to 
several,  as  was  the  case  with  gaster,  which  was  abdomen, 
stomach,  and  uterus,  but  more  particularly  the  stomach. 
Our  corresponding  word  stomach  has  a  double  meaning, 
being  not  only  the  viscus,  but  is  regarded  as  a  more  refined 
word  than  abdomen.  This  creates  some  curious  and  doubt- 
ful expressions :  "  A  man  was  wounded  in  his  stomach." 
"  Which  ?  "  "  He  was  kicked  in  the  stomach  and  his  bladder 
was  ruptured."  "  He  has  a  pain  in  his  stomach ;  but  his 
stomach  is  not  involved,  the  trouble  is  in  his  bowels."  The 
term  gastrotomy  came  from  the  Greek  root  ja<;Tr]p,  and  was 
first  applied  to  incisions  of  the  belly.  When  the  practice  of 
opening  the  viscus  for  the  removal  of  foreign  bodies  swal- 
lowed in  bravado,  by  accident,  or  by  lunatics,  was  introduced, 
the  term  had  two  meanings,  and  the  operation  on  the  organ 
took  the  precedence.  The  prefix  "  gastro  "  relieved  in  part 
the  confusion ;  but  there  was  felt  to  be  wanted  some  other 
from  a  Greek  root,  and,  unfortunately,  one  was  chosen  in 
error,  when  there  was  another  that  had  a  true  classic  claim 
to  be  selected.  The  substitution  was  made  by  a  medical 
student,  and  Xairapa  became  the  root,  instead  of  KoiXia  which, 
a  better  knowledge  would  have  pointed  out  to  him. 

In  order  to  obtain  a  correct  synonym  for  "abdorhinal 
section,"  and  the  German  term  "bauchschnitt"  (belly  cut), 
based  upon  Greek  terms  of  unmistakable  meaning,  we  must 
first  ascertain  what  word  the  Greeks  made  use  of  when  they 
spoke  of  the  abdominal  wall.     This  we  have  ascertained  to 
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be  unquestionably  the  term  Kotkia  ;  which  originally  meant  a 
hollow,  and  appears  in  the  work  of  Hippocrates  as  the  word 
for  abdomen,  stomach,  and  alimentary  canal.  At  a  latter 
period  anatomists  gave  it  a  much  more  restricted  and  definite 
meaning,  and  it  became  the  "belly"  of  the  Greek  writers. 
Rufus,  of  Ephesus,  a  distinguished  writer  and  practitioner, 
born  A.D.  112,  used  koilia  3.nd  gaster  d^s  synonyms  in  the  same 
sentence,  and  his  paper  entitled  "  Names  of  the  Parts  of  the 
Human  Body,"  gives  this  significant  expression :  "  The  om- 
phalos (navel)  is  the  hollow  which  occupies  the  middle  of  the 
koilia^  where  we  cut  the  veins  which  nourish  the  foetus ;  the 
middle  part  of  the  hollow  is  the  akromphalon  "  (aKpo<;y  the  top, 
and  ofi<j>aXo<;,  the  navel).  Here  we  have  a  distinct  statement 
that  the  Greeks,  seventeen  hundred  years  ago,  called  the 
abdomen,  in  its  parietal  sense,  the  koilia.  (Pov^ov  tov  E^e^tou 
— "  CEuvres  de  Rufus  d'Ephese."  Par  Drs.  Ch.  Daremberg, 
et  Ch.  Emile  Ruelle.     Paris,  1879.) 

Abdomen,  belly,  gaster,  and  koilia  are,  in  a  sense,  of  the 
same  meaning,  except  the  first,  which  is  parietal,  although  to 
be  definite,  we  say  abdominal  wall  and  abdominal  cavity. 
*'  Belly  "  applies  either  to  wall  or  cavity,  and  indicates  con- 
vexity of  form.  Gaster,  as  applied  to  the  abdomen,  is 
superficial ;  but  gastric  may  relate  to  the  stomach  or  ab- 
dominal cavity.  Koilia  is  best  rendered  belly,  as  it  is  ten 
times  in  the  New  Testament.  When  we  cut  through  the 
abdominal  wall  we  are  said  to  incise  the  belly,  and  to  open 
the  belly.  Bauchschnitt,  or  belly-cut,  is  superficial  in  its 
meaning,  and  may  be  performed  in  some  cases  without  ex- 
posing the  peritoneal  cavity :  "  bauch  "  may  be  said  of  the 
abdomen,  and  "  bauchhohle  "  of  the  abdominal  cavity.  These 
double  meanings  in  abdominal  anatomy  complicate  the 
nomenclature  of  abdominal  surgery.  We  have  outside,  or 
parietal,  and  inside,  or  deep-seated  wounds,  of  the  abdomen  ; 
both  named  from  the  same  root  in  the  Greek  language. 

Koilia,  being  Greek  for  the  abdomen,  coeliotomy,  from 
KoiKia  and  to/at;  (incision)  will  be  the  proper  scientific  term  for 
"  abdominal  section  "  and  "  bauchschnitt,"  according  to  several 
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professors  of  the  Greek  language  who  have  been  consulted  in 
person  or  by  correspondence.  This  is  only  in  part  a  new 
coinage,  as  we  have  already  several  coelios  in  use,  such  as, 
"  coeliocele,"  for  abdominal  hernia,  and  "  coelio-paracentesis," 
for  tapping  the  abdomen,  the  Greek  terminal  being  for  punc- 
ture, while  in  coeliotomy  it  is  an  incision.  There  are  several 
Greek  terms  that  have  been  applied  to  parts  of  the  abdomen, 
such  as  iipogastrion  and  etron^  for  the  belly  below  the  um- 
bilicus ;  but  the  word  we  require  must  apply  to  the  whole 
abdomen,  from  thorax  to  pelvis. 

Laparotomy  is  an  old  term,  and  may  be  found  in  many 
old  medical  dictionaries,  where  it  has  been  correctly  applied 
to  the  anatomical  section  to  which  it  is  limited  through  the 
meaning  of  its  Greek  root  XaTrapa.  As  now  used,  it  has  an 
unwarranted  extension  to  the  abdomen,  and  usurps  a  place 
that  belongs  to  another  root.  We  have  to  consider  a  score  of 
laparos  to  be  found  in  dictionaries,  which  have  strangely,  and 
with  apparently  very  little  examination  as  to  their  origin  and 
introduction,  been  accepted  by  abdominal  surgeons  in  the 
chief  countries  of  Europe  and  in  America.  It  may  be  a 
difficult  matter  to  eject  the  intruder  after  eighty  years  of  oc- 
cupation, particularly  since  it  has  been  very  firmly  seated  for 
the  last  ten  or  fifteen  years ;  but  we  shall  at  least  decidedly 
weaken  the  hold  that  laparotomy  now  has  as  a  presumed 
synonym  of  abdominal  section  in  Great  Britain,  Germany, 
and  America. 

The  term  laparotomy  arises  from  the  Greek  root  Xairapa 
the  meaning  of  which  is  fixed  and  definite,  as  shown  by  the 
writings  of  Hippocrates,  and  by  scores  of  lexicons  in  different 
tongues.  Lapara  had  among  the  Greeks  but  one  meaning, 
and  is  best  translated  into  flank  in  English,  and  flanke  in 
German.  It  comes  from  Xairapco,  to  empty,  because  of  the 
hollow  of  the  waist  as  compared  with  the  fulness  of  the  abdo- 
men. In  the  "  CEcomenia  Hippocratis,"  by  Foesius,  1587,  it  is 
defined  to  be  "  pars  quae  est  inter  nothas  costas  et  ossa  quae 
ad  ilia  pertinent."  This  definition  of  Hippocrates  has  been 
handed   down  by  lexicographers  to  the  present  day.     Dr. 
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James,  in  his  folio  medical  lexicon,  3  vols,  London,  I745> 
one  of  the  most  valuable  in  the  English  language,  gives  this 
definition  to  lapara  :  "  the  flanks — that  is,  the  parts  which  arc 
situated  between  the  spurious  ribs  and  the  hips,  or  ossa  ilia." 
Bartholomeo  Castelli,  in  his  "  Lexicon  Medicum,"  Neuremberg, 
1688,  says:  "  Idem  quod  Kevecov,  laterum,  cavitas,  ea  corporis, 
pars  quae  est  inter  costas  spurias  et  ossa  quae  ad  ilia  pertinent." 
Here  "  lapara  "  and  "  cenedn  "  are  pronounced  to  be  synonyms. 
A  third  Greek  word,  Xw^wv,  has  also  been  used  to  express  the 
same  meaning.  In  Dunglison's  Dictionary,  1857,  we  find 
"  Lapara"  abdomen,  flanks,  lumbi ;  Lagones,  flanks  ;  "  Ce- 
neones"  flanks  Prof  John  Redman  Coxe,  of  Philadelphia 
famed  in  his  day  as  a  classical  scholar,  and  as  a  special 
student  of  Hippocrates  and  Galen,  of  whose  works  he  pub- 
lished an  "Epitome,"  wrote  a  medical  dictionary  (1808),  in 
which  he  defined  lapara  as  "  the  flanks,  or  the  parts  between 
the  false  ribs  and  the  hip  bones." 

It  is  plainly  to  be  seen  that  the  combination  of  XaTrapa 
and  Tcofjur]  in  the  term  laparotomy  can  have  properly  but 
one  application;  it  is  a  flank  incision,  or,  in  German,  a 
"Jlankensclimtt."  No  reliable  authority  has  claimed  that 
lapara  is  both  flank  and  belly;  Many  leading  French  and 
Italian  operators  still  cling  to  the  use  of  gastrotomie  and 
gastrotomia  respectively,  in  reporting  cases  of  abdominal 
section,  and  would  no  doubt  welcome  the  introduction 
of  a  true  synonym  of  gastrotomy,  such  as  we  present  in 
coeliotomie  and  coeliotomia.  In  the  thirteenth  edition,  1873, 
of  the  celebrated  medical  dictionary  by  Littr^^Und  Robin, 
the  term  "  laparotomie  "  is  thus  confined  to  its  true  meaning, 
"Operation  de  la  hernie  lombaire,  ou  de  I'anus  artificiel, 
pratiquee  dans  la  region  lombaire ; "  that  is,  an  operation  upon 
the  rare  hernia  called  a  laparocele,  or  one  of  laparo-colotomy. 

We  now  come  to  two  important  historical  questions:  i. 
Who  forced  the  term  laparotomy  into  its  present  unscientific 
and  untenable  position?  2.  When  and  how  was  this  step 
accomplished  ?  A  careful  research,  in  which  very  important 
aid  was  given  me  through  several  rare  old  theses  kindly  loaned 
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from  the  medical  library  in  the  Surgeon-General's  Office, 
Washington,  D.  C,  fixes  the  time  as  the  year  181 1,  in  which 
Mr.  Freidrich  August  Fiedler,  a  medical  student  at  Witten- 
berg, published  a  thesis  in  Latin,  as  a  "medicinae  candidatus" 
for  graduation,  entitled  "  De  Laporatomia  novissimoque  ejus 
exemplo,"  in  a  small  quarto  of  thirty  pages.  This  was  based 
to  some  degree  upon  a  true  laparotomy  which  he  saw  per- 
formed by  Dr.  Gottleib  Heinrich  Ohle,  of  Dresden,  on 
October  17,  18 10.  As  described  by  Fiedler,  the  operation 
was  performed  on  a  man  of  fifty,  who  lay  upon  his  right  side, 
and  the  incision  was  made  vertically  in  the  left  flank,  below 
the  short  ribs,  to  relieve,  if  possible,  an  obstruction  of  the 
colon.  The  intestine  was  found  to  be  extensively  diseased 
from  chronic  inflammation,  and  no  relief  could  be  given  ;  so 
the  patient  died. 

In  1817,  Dr.  Fiedler,  then  a  graduate  of  six  years'  stand- 
ing, reproduced  his  thesis  under  the  title  of  "  Ein  neuer  Fall 
von  Laparotomie,"  and  we  find  it  occupying  thirty-one  pages 
of  the  Magazine  fiir  die  gesammte  Heilkunde^  vol.  2,  18 17. 
His  end  and  aim  appear  to  have  been  to  extend  the  use  of 
the  term  Laparotomie  to  all  parts  of  the  abdominal  wall,  and 
make  it  a  synonym  of  and  a  substitute  for  gastrotomie.  He 
does  not  advance  any  reasons  to  prove  the  validity  of  his 
position,  or  claim  that  he  stands  upon  a  classical  or  scientific 
basis,  but  simply  states  that  the  term  is  the  same  in  character 
and  office  as  the  French  "  gastrotomie  "  {gallonim  gastrotomie)^ 
and  with  this  presumed  to  be  granted,  he  assumes  the  right 
to  coin  a  new  set  of  surgical  terms,  some  of  which  are  curiosi- 
ties in  the  light  of  science,  when  we  consider  the  Hippocratic 
definition  of  the  word  Xairapa,  so  positively  and  clearly  given 
by  the  sage  of  Cos  and  his  followers.  Some  of  Fiedler's 
terms  are  "  Laparo-gastrotomia "  (which  would  be  opening 
the  stomach  through  a  flank  incision) ;  "  Laparoraphia,"  in  the 
place  of  gastroraphia  (the  abdominal  suture,  which  several 
hundred  years  ago  was  made  with  pins  and  a  figure  of  8  liga- 
ture wound  around) ;  "  Laparo-hysterotomia  "  (the  Caesarean 
operation),  the  "  laparo  "  being  made  to  supplant  the  prefix 
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"gastro,"  in  the  title  proposed  in  1816  by  Prof.  Gardien,  of 
Paris. 

Following  the  lead  of  Fiedler,  we  find  the  production  of 
another  thesis  in  1828,  at  Tubingen,  entitled  "  Dissertatio 
Inauguralis  Medico-obstetricia,  de  Laporatomia  Obstetricia ; " 
Ferdinandus  Stegmeyer,  Wemmenthalensis,  sm.  8vo.,  pp.  22. 
This  little  pamphlet  is  very  much  to  the  same  effect  as  the 
Fiedler  monograph,  and  "  laparotomie  "  is  made  to  appear  as 
the  accepted  title  of  old  abdominal  sections.  Fiedler  must 
have  had  a  fertile  conception  for  his  time  and  years,  and 
would  appear  to  have  anticipated,  in  his  ideas,  some  of  the 
accomplishments  of  coeliotomy  as  we  see  them  in  their  reality 
now ;  such  as  liberating  the  intestines  from  adhesions ;  re- 
placing the  retroverted  and  adherent  uterus ;  and  removing 
the  ectopic  foetus. 

In  1837  we  have  presented  a  third  and  much  more 
comprehensive  thesis,  with  the  title  "  Laparotomia  et  opera- 
tionibus,  quibus  antecedere  solet :  Dissertatio  inauguralis,  pro 
gradu  Doctoris  Medicinae  et  Chirurgiae,  Universitate  Fred. 
Guild-Rhenana,  Gustavus  Stachelhausen,  Barmensis,  Bonnse," 
8vo,  pp.  60.  The  author  deserves  credit  for  his  extensive 
researches  into  the  past  records  of  abdominal  surgery,  citing 
cases  from  the  earliest  time  down  to  his  own,  all  of  which  he 
gives  as  if  originally  known  as  laparotomies.  He  includes 
the  ovariotomies  of  McDowell,  Chrysmar,  Nathan  Smith, 
John  Lizars,  etc. ;  the  gastrotomies  of  Schwabe,  1635 ; 
Wesener,  1691,  and  others,  upon  men  and  women  who  had 
swallowed  knives  and  other  foreign  articles  ;  and  the  opera- 
tions for  imperforate  rectum  under  Dubois,  1783;  Duret, 
1793  ;  Desault,  1794,  and  others.  He  recommends  abdominal 
opening  for  conditions  that  must  have  appeared  extremely 
hazardous  to  older  heads  in  his  day,  although  most  of  them 
have  been  done  of  late  years.  To  open  the  abdomen  and 
empty  an  obstructed  colon  of  an  accumulation  of  fecal  matter 
must  have  been  regarded  as  desperate  surgery  half  a  century 
ago,  although  it  is  said  to  have  been  done  by  Praxagoras,  in 
the  fourth  century  B.C.     But  the  language  of  Caslius  Aure- 
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lianus,  who  is  the  authority,  is  of  such  a  doubtful  import,  that 
what  was  really  the  character  of  the  operation  of  Praxagoras 
is  not  at  all  definite  ;  it  is  thought  by  some  to  have  been  one 
for  strangulated  hernia,  in  which  he  opened  the  bowel. 

In  the  Handworterbuch  der  gesammteji  Chiriirgie  und 
Augenheilkiinde,  1839,  B.  iv.  S.  259-280,  Prof.  W.  Walther,  of 
Leipzig,  presents  an  article  on  "  Laparotomy,"  in  which  he 
defines  the  subject  of  his  paper  as  follows :  Xairapa,  der 
Bauch,  refMvto,  ich  schneide  :  sectio  abdominis ;  Eroffnung  der 
Bauchhohle;  Bauchschnitt.  That  is,  Laparatomy  is  from 
lapara,  the  belly,  and  temno,  I  cut ;  abdominal  section :  the 
opening  of  the  abdominal  cavity,  or  the  belly-cut  Nothing 
is  said  about  the  flank,  or  "  the  parts  between  the  short  ribs 
and  the  iliac  bones."  If  this  was  a  correct  meaning  of  the 
Greek  Xajrapa,  my  interpretation  of  the  limit  of  application 
of  the  term  laparotomy  would  be  useless :  but  we  prefer  the 
definition  of  Hippocrates  and  of  our  best  Greek  critics,  to  the 
error  here  given  by  Walther,  which  is  calculated  to  lead 
astray  many  who  have  not  had  occasion  to  investigate  the 
subject.  When  I  commenced  to  question  the  correctness  of 
using  the  term  laparatomy  as  a  synonym  of  bauchschnitt,  I 
was  told  by  a  student  of  Greek  literature  that  lapara  was  any 
of  the  soft  part  of  the  abdomen :  a  second  scholar  pointed 
out  its  true  meaning  in  unquestionable  authorities :  thus  was 
I  led  to  investigate  the  whole  question,  and  to  substitute  a 
correct  term  for  what  I  had  in  ignorance  made  use  of,  in 
speaking  and  writing  upon  abdominal  surgerj'. 

In'  the  medical  dictionary  of  Dr.  Ludwig  August  Kraus, 
published  in  Gottingen  in  1844,  we  are  attracted  by  the 
definition  of  lapara,  when  we  consider  the  fact  that  he  has 
introduced  twenty-six  terms  having  this  Greek  root,  which 
are  certainly  not  in  accordance  therewith,  or  properly  based 
thereupon.  His  definition  is  as  follows  :  (7;  \a7rapa,Xa7rapr}v) 
ein  weicher  (leerer  holder)  Seitentheil  des  Unterleibes,  wie 
\ar/(ov,  K€vewv,  Ilia,  &c. :  a  soft  side  (empty  hollow),  lateral 
part  of  the  belly,  as  the  flank ;  ilia,  &c.  We  should  hardly 
expect,  after  such  a  meaning,  to  find  "  Laparo-hysterotomia ; " 
"  Laparo-cholecystotomia ; "  and  "  Laparo-gastrotomia." 
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The  Dictionnaire  Encyclopedique  des  Sciences  Medicates,  in 
100  volumes,  8vo,  has  recently  been  published  in  Paris,  and 
contains  no  article  upon  the  so-called  Laparotomie,  but  in  its 
place,  one  of  twelve  pages  on  "  Gastrotomie,"  by  Dr.  L.-H. 
Petit.  This  author  gives,  as  I  have  done,  the  year  181 1  as 
that  in  which  "  laparotomie "  was  introduced  as  a  general 
term  in  abdominal  surgery,  and  calls  to  notice  the  confusion 
of  terms  produced  by  the  titles  of  various  abdominal  opera- 
tions. For  this  reason  he  adheres  to  the  use  of"  gastrotomie  " 
as  a  general  term  for  abdominal  section,  and  one  that  has  a 
Greek  derivation,  not  from  lapara,  the  flank,  but  from  gaster, 
the  abdomen.  As  gaster  has  the  double  meaning  already 
referred  to,  we  prefer  to  confine  the  gastros  and  gastrotomy 
to  operations  on  the  stomach  as  a  viscus.  It  is  a  singular  fact 
that,  although  there  are  in  the  Kraus  Dictionary  already 
quoted  over  a  hundred  "  gastros,"  thirty-five  "  coelios,"  and 
twenty-six  "  laparos,"  in  which  are  gastrotomy  and  laparo- 
tomy, there  is  no  coeliotomy  as  the  natural  Greek  synonym 
of  gastrotomy. 

Besides  employing  Coeliotomy  instead  of  laparotomy,  we 
should  say,  Coetio- hysterotomy  (Csesarean  Section).  Coetio- 
hysterectomy,  for  exsection  of  the  uterus  by  abdominal  inci- 
sion. Puerperal  Coetio-cystectomy  and  Coetio-cystotomy,  for  an 
exsection  of  an  ectopic  gestation  cyst,  or  evacuating  the  same 
without  its  removal.  Coelio-elytrotomy,  for  what  was  originally 
gastro-elytrotomy  and  incorrectly  changed  to  laparo-elytro- 
tomy.  Coelio-nephrectomy,  to  indicate  the  abdominal  exsection 
of  the  kidney.  Where  an  abdominal  organ  can  only  be  incised, 
or  exsected  through  an  opening  into  the  belly,  the  prefix 
coetio  is  entirely  unnecessary.  Coelio-lithotomy  is  called  for 
but  coelio-gastrotomy  is  not.  The  term  Csesarean  Hyste- 
rotomy ("  Hysterotomie  Cesarienne ")  used  by  Petit,  is  an 
appropriate  one,  and  so  would  Caesarean  Hysterectomy  be 
for  the  Porro  operation.  It  is  sufficient  to  say,  "  gastrotomy," 
"  cholecystotomy,"  "  cholecystectomy,"  "  splenectomy,"  &c., 
because  the  opening  incision  is  necessarily  abdominal.  The 
kidney,  uterus,  ovaries  and  vagina  may  be  operated  on  with- 
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out  abdominal  incision,  hence  the  distinctive  use  of  the  coelio 
prefix  to  indicate  the  form  of  operation.  Coelio  is  pronounced 
soft,  as  in  coeliac  (se-le-ak). 

As  a  technical  term,  "  coeliotomy "  can  be  adapted  for  use 
to  all  of  the  languages  of  Europe  by  slight  changes  in  its 
terminal  syllable,  which  will  have  to  be  altered  into  niie,  mia^ 
mi^  miif  mier,  &c.,  according  to  the  tongue  in  which  it  is  to  be 
expressed.  In  euphony, "  laparotomy  "  has  no  advantage  over 
it,  while  for  classical  correctness,  "  coeliotomy  "  is  infinitely  to 
be  preferred.  By  a  general  use  of  this  Greek  term,  all  lan- 
guages may  be  brought  to  an  equality  of  meaning  in  reporting 
cases  of  abdominal  section,  and  researches  by  indices  can  be 
more  readily  made  in  foreign  tongues.  "Laparotomy"  will 
still  have  a  place,  as  a  term  in  surgery,  but  it  will  be  that 
which  it  legitimately  held  up  to  181 1.  It  is  a  singular  fact 
that  this  term  should  have  been  so  generally  accepted  by  the 
surgeons  of  nearly  every  country,  when  it  had  no  legitimate 
claim  for  adoption,  in  an  abdominal  sense :  it  shows  that  a 
word  to  be  used  in  common,  was  wanted  the  world  over.  We 
believe  it  is  wanted  still. 


TRANSACTIONS      OF      THE      GYNECOLOGICAL      SOCIETY     OF 

CHICAGO. 

Regular  Meeting,  March  21st,  1890. 
The  President,  James  H.  Etheridge,  in  the  Chair. 

Exhibition  of  Specimen. 

Dr.  F.  H.  MARTIN:  Mr.  President,  the  specimen  that 
I  wish  to  put  on  record  is  one  of  carcinoma  of  the  cervix  and 
a  portion  of  the  body  of  the  uterus.  The  patient  was  forty- 
five  years  of  age,  a  Swede,  married  fourteen  years,  one  child  ; 
had  not  yet  reached  the  menopause.  History. — Had  been 
flowing  quite  profusely  for  five  years  every  two  weeks. 
Assisted  by  Drs.  Byford  and  Hoag,  vaginal  hysterectomy 
was  performed.  Clamp  forceps  were  used  to  secure  the  broad 
ligaments  after  the  base  of  the  broad  ligament  on  either  side 
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had  been  tied  with  strong  silk.  The  forceps  were  removed 
at  the  end  of  seventy-eight  hours ;  the  ligatures  came  away 
about  the  eleventh  day.  The  patient  was  discharged  cured 
January  26th,  one  month  after  the  operation.  There  was 
considerable  pain  in  the  right  side,  and  I  was  a  little  afraid 
that  infiltration  might  have  taken  place  to  some  extent,  and 
for  that  reason  the  forceps  were  placed  as  far  away  from  the 
uterus  as  possible  on  that  side,  We  removed  the  uterus  with 
the  tube  and  ovary  of  the  right  side. 

Dr.  Parkes  :  Why  did  you  leave  the  forceps  on  so  long 
as  seventy-eight  hours  ? 

Dr.  Martin  :  The  case  was  very  haemorrhagic,  and  I 
had  been  reading  of  late  of  a  number  of  cases  of  haemorrhage 
following  the  use  of  forceps,  and  in  these  cases  almost  in- 
variably the  forceps  had  been  removed  very  early,  within 
twelve  or  twenty-four  hours.  I  really  could  see  no  reason 
why  they  should  be  removed  earlier  than  seventy-eight  hours, 
and  for  that  reason  I  allowed  them  to  remain,  so  as  to  avoid 
every  chance  of  secondary  bleeding. 

Dr.  Henry  T.  Byford  :  I  witnessed  the  operation  and 
would  like  to  call  your  attention  to  one  point,  i.e.^  the  facility 
experienced  in  removing  the  uterus  in  this  particular  way, 
viz.,  in  tying  the  uterine  artery  and  tissues  around  it  first,  and 
then  using  a  pair  of  forceps  above.  There  arc  thus  no  forceps 
in  the  way  to  interfere,  and  we  can  do  the  operation  really 
quicker  and  better  than  if  we  used  the  forceps  alone.  I  have 
operated  in  this  way  in  five  cases,  all  recovering.  In  a  case  in 
which  I  removed  the  forceps  in  twenty-four  hours,  I  came 
near  losing  my  patient  from  haemorrhage.  Fortunately  I  was 
able  to  tampon  so  as  to  check  the  haemorrhage. 

Dr.  D.  T.  Nelson  :  The  Society  may  remember  that  some 
months  ago  I  exhibited  an  Outerbridge  pessary  for  anteflexion, 
sterility,  &c.,  and  reported  then  that  in  my  experience  it  would 
corrode  and  thus  prove  unsatisfactory  and  even  dangerous. 
I  have  here  three  instruments.  The  one  which  has  no  tag 
upon  it  was  worn  one  month,  and  you  will  see  that  it  is 
corroded.     The  others  were  worn   two   months,   and   three 


Summary  of  Gyncecology,  including  Obstetrics.     491 

and  a  half  months ;  this  latter  one  has  one  arm  completely 
destroyed.  They  are  iron  wire  plated  with  gold,  but  the  gold 
plating  is  not  sufficient  to  hold  the  iron  underneath.  They 
will  corrode. 


Report  of  Clinical  Laparotomies  during  Eighteen  MontJis  at 
Rush  Medical  College. 

Dr.  Chas.  T.  ParkeS:  I  found  considerable  difficulty 
arranging  in  my  mind  the  title  of  the  remarks  I  wish  to 
make  to  you  to-night,  and  I  do  not  know  that  the  heading 
expresses  exactly  the  idea.  The  method  of  operating  is 
something  of  an  innovation,  in  that  the  laparotomies  are 
done  in  the  public  clinic  room  before  several  hundred  stu- 
dents. The  cases  are  presented  under  the  supposition  that 
their  cure  and  results  might  be  of  interest  to  you,  so  I  have 
gotten  together  the  cases  that  have  come  under  my  control 
during  the  past  two  winter  sessions,  covering  a  period  of 
about  eighteen  months,  operated  upon  by  me  at  the  public 
clinic  of  Rush  Medical  College. 

Case  I. — Miss  Mamie  M.,  Lincoln,  Neb.,  age  twenty-two, 
American,  school  teacher,  referred  by  Dr.  Going,  family  and 
previous  history  good,  presented  herself  to  be  placed  under 
my  care,  with  a  large  tumour  of  the  abdomen.  The  tumour 
was  first  noticed  by  the  patient,  a  year  previous  to  her  coming 
under  my  charge,  as  a  small  lump  in  the  lower  portion  of  the 
abdomen  on  the  right  side.  During  the  last  four  months  it 
had  increased  rapidly  until  it  filled  the  entire  cavity.  There 
was  nothing  peculiar  or  special  about  it  in  any  way.  It  was 
diagnosed  as  a  probable  single  large  ovarian  cyst,  and  opera- 
tion advised,  which  was  consented  to  and  done  before  the  class 
at  Rush  Medical  College,  November  3rd,  1888.  There  was 
nothing  found  after  abdominal  section  except  a  large  ovarian 
cyst ;  no  peculiarities,  no  adhesions.  The  patient  went  on  to 
complete  and  perfect  recovery  by  primary  union  without 
interference  or  rise  of  temperature.  Discharged  cured  No- 
vember 30th,  1888. 
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Case  II. — The  next  operation  was  done  December  ist, 

1888.  Mrs.  P.  v.,  Elk  Point,  Dakota,  age  forty-two,  married 
fifteen  years ;  two  children  ;  American ;  housewife ;  family 
and  previous  history  good  ;  referred  by  Dr.  J.  G.  Conley. 
The  patient  had  been  suffering  for  the  past  two  years ;  the 
history  was  that  of  an  ordinary  ovarian  cyst,  nothing  un- 
common being  determined  by  examination.  Abdominal 
section  and  tapping  of  the  cyst  showed  the  contents  to  be  of 
a  chocolate  colour,  containing  sixteen  pounds  of  fluid.  There 
were  a  number  of  adhesions  to  many  of  the  surrounding 
organs,  but  these  were  separated  without  difficulty,  and  the 
tumour  entirely  removed.  No  well-defined  pedicle  could  be 
found,  the  tumour  being  nourished  apparently  by  its  adhe- 
sions. In  this  case  no  unfavourable  symptoms  arose  in  the 
course  of  the  recovery,  and  she  was  discharged  cured  three 
weeks  after  the  operation. 

Case  III. — The  next  operation  was  done  March  26th, 

1889.  Mrs.  Helen  G.  Morrison,  111.,  age  forty-six,  American  ; 
housewife;  family  and  previous  history  good ;  married  twenty- 
two  years  ;  three  children.  Patient  first  noticed  the  appear- 
ance of  the  tumour  six  years  ago,  the  first  evidence  of  trouble 
being  pain  in  the  lower  portion  of  the  abdomen,  and  in  a  few 
months  she  discovered  a  small  lump  in  the  right  side,  which 
grew  rapidly  in  the  last  months  of  its  development,  accom- 
panied with  severe  pain.  Upon  abdominal  section  the  tumour 
was  found  to  be  universally  adherent.  This  was  a  case 
requiring  the  greatest  care  in  the  separation  of  the  adhesions 
from  the  uterus,  broad  ligaments,  bladder,  and  all  surround- 
ing parts,  the  operation  being  necessarily  slow  and  occupying 
about  one  hour.  Notwithstanding  that  this  was  a  public 
operation,  and  one  of  the  most  difficult  that  surgeons  meet 
with,  the  patient  went  on  to  perfect  recovery  without  a  rise 
of  temperature  beyond  100°. 

Case  IV. — Was  operated  upon  April  27th,  1889.  Mrs. 
F.,  Chicago,  age  thirty-five  ;  French ;  housewife  ;  family  history 
good  ;  referred  by  Dr.  O'Shea.  This  patient  had  suffered  for 
many  years,  and   had   been  under  the  treatment  of  many 
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physicians,  without  relief  that  was  satisfactory.  She  was 
relieved  by  rest  in  bed,  under  the  treatment  of  several  physi- 
cians, during  the  time  she  was  kept  in  bed,  but  the  moment 
she  assumed  the  erect  position  and  attempted  to  do  her  work 
the  old  trouble  returned.  Upon  examination  there  was  easily 
discovered  an  enlargement  in  the  neighbourhood  of  the  ovary, 
and  an  operation  was  advised.  This  enlargement  was  not 
greater,  perhaps,  than  an  orange,  but  the  patient  was  very  fat, 
and  I  can  say  that  under  the  circumstances,  with  the  ab- 
dominal surface  loaded  with  fat,  especially  in  a  patient  who 
had  never  been  pregnant,  whose  abdominal  walls  had  never 
been  distended,  an  operation  of  this  kind  is  attended  with 
many  difficulties.  This  patient  went  on  to  perfect  and  com- 
plete recovery  without  rise  of  temperature.  Discharged  cured 
May  30th. 

Case  V. — On  May  4th,  1889,  I  had  another  multilocular 
ovarian  cyst  with  adhesions.  Hattie  K.,  age  nine  years. 
Three  Rivers,  Mich.;  German;  school  girl;  family  and  pre- 
vious history  good ;  duration  of  present  disease,  five  months. 
Five  months  ago  a  small  tumour  was  noticed  in  the  abdomen  ; 
this  increased  very  rapidly,  attaining  a  diameter  of  eight 
inches,  as  ascertained  after  removal.  Its  pressure  upon  the 
rectum  made  it  very  difficult  to  secure  an  evacuation  of  the 
bowels,'the  large  intestines  being  filled  with  masses  of  faeces  at 
the  time  of  operation. 

The  abdominal  section  showed  universal  adhesions,  which 
were  difficult  to  manage.  The  patient  did  well  until  the 
third  night,  when  she  became  restless,  got  out  of  bed  and  sat 
in  a  chair,  the  nurse  being  asleep.  From  this  time  she  began 
to  sink,  dying  from  exhaustion  the  fifth  day.  The  autopsy 
showed  the  wound  and  the  abdominal  cavity  to  be  in  a 
perfectly  normal  condition.  Previous  to  the  operation 
cathartics  and  enemata  had  not  secured  an  evacuation  of  the 
bowels  ;  this  not  only  increased  the  difficulty  of  the  operation 
but  gave  the  patient  more  to  bear  after  it. 

Case  VI.— The  next  case  was  one  of  papillomatous  cyst. 
Mrs.    S.,    Nebraska,    age    thirty-two;   American;   housewife; 
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family  and  previous  history  good.  This  patient  gave  a 
history  of  having  found,  six  months  previous  to  appearing  at 
the  dinic,  a  small  tumour  in  the  abdomen,  which  did  not 
seem  to  increase  in  size,  but  the  abdomen  became  rapidly  dis- 
tended, so  that  when  she  presented  herself  for  examination 
it  was  as  large  as  at  full  term  of  pregnancy,  and  full  of  fluid. 
No  tumour  could  be  found  by  external  examination,  but  with 
the  history  given  by  the  patient  of  having  found  a  tumour 
before  the  abdomen  became  distended,  and  by  vaginal 
examination,  it  was  possible  upon  one  side — I  think  the 
right — to  get  a  very  indistinct  impression  through  the  fingers 
of  the  presence  of  some  hard  substance  high  above  the 
vaginal  roof,  and  a  diagnosis  was  made  of  probable  ovarian 
cyst  and  an  operation  advised,  which  was  consented  to.  At 
the  abdominal  section  a  large  quantity  of  free  fluid  was  dis- 
charged from  the  abdominal  cavity,  and  as  soon  as  this  was 
emptied  out  there  appeared  the  source  of  trouble.  Here 
again  was  one  of  the  most  difficult  cases  to  be  met  with 
under  any  circumstances.  The  entire  pelvic  cavity  was 
occluded  by  a  mass  of  papillomatous  growth  which  obscured 
from  view,  at  first,  the  exact  position  of  the  uterus  and 
bladder.  There  was  also  present  in  this  case  something 
which  I  had  not  met  before ;  after  the  fluid  was  emptied  out 
I  was  feeling  around  to  determine  the  nature  of  the  case, 
when  I  felt  in  the  peritoneal  cavity  a  mass  of  soft  material 
the  nature  of  which  I  could  not  distinguish  with  my  finger. 
Finally  I  got  it  through  the  opening  in  the  abdominal  wall, 
and  pulled  out  a  mass  of  papillomatous  growth  as  large  as 
my  fist,  which  was  attached  to  the  rest  of  the  growth  by 
means  of  a  pedicle  as  large  as  ordinary  twine.  How  this 
mass  could  be  nourished  through  it  I  could  not  imagine. 
Those  familiar  with  these  cases  know  that  the  surgeon  will  be 
able  to  find  somewhere  a  separation  between  the  cyst  wall 
and  the  surrounding  tissues  of  the  pelvic  cavity,  and  as  soon 
as  the  fingers  get  into  this  opening  it  will  be  rather  easy  to 
deliver  the  tumour.  Of  course  the  haemorrhage  is  pretty  free 
at  first,  but  it  is  to  be  remembered  that  as  soon  as  the  separa- 
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tion  is  completed,  no  matter  how  universal  the  adhesions  seem 
to  be,  and  the  base  is  tied,  the  bleeding  ceases.  There  were 
many  raw  surfaces  left  after  the  separation,  which  were 
covered  as  much  as  possible  by  fastening  together  neighbour- 
ing portions  of  normal  peritoneum  with  continuous  catgut 
sutures.  A  glass  drain  was  used.  This  case,  difficult  as  it 
was,  went  on  to  recovery  without  any  rise  of  temperature 
exceeding  100°  F.     Discharged  cured  September  27th,  1889. 

Case  VII. — The  next  case,  operated  upon  August  17th, 
1889,  was  a  small  fibroid  in  the  posterior  wall  of  the  uterus, 
and  cystic  left  ovary.  Mrs.  B.,  Merrill,  Wis.,  age  thirty- 
seven  ;  American  ;  housewife ;  referred  by  Dr.  Munroe. 
This  case  is  of  no  particular  interest ;  there  were  no  difficul- 
ties whatever  attending  the  operation,  which  consisted  in 
abdominal  section  and  removal  of  left  ovary.  She  went  on 
to  perfect  recovery,  and  was  relieved  of  the  principal 
symptom  of  which  she  complained,  severe  and  periodical 
attacks  of  nervousness,  which  seemingly  had  not  been  amen- 
able to  treatment  of  any  kind  during  several  years  in  care  of 
physicians.     Discharged  cured  September  7th. 

Case  VIII. — The  next  case  is  certainly  one  of  interest  to 
you.  The  operation  was  done  September  28th,  1889.  Mrs. 
I.,  Plainfield,  Wis. ;  American  ;  housewife ;  forty-three  years 
old  ;  family  and  previous  history  good  until  two  years  ago. 

Oophorectomy  was  done  for  a  peculiar  kind  of  epilepsy 
which  had  existed  for  two  years,  coming  on  every  menstrual 
period,  and  showing  no  tendency  to  manifest  itself  at  any 
other  time.  At  first  the  attacks  were  slight  and  hardly 
noticeable  by  the  patient  or  her  friends,  but  they  so  increased 
that  when  the  patient  came  to  see  me  at  the  hospital  she 
had  had  every  operation  done  upon  her  that  could  be  done,  so 
far  as  the  external  genitalia  were  concerned  ;  and  notwith- 
standing the  fact  that  she  had,  apparently,  received  all  the 
care  that  physicians  ordinarily  give  to  a  patient,  she  still  had 
these  convulsions,  and  they  had  increased  to  such  a  degree 
that  she  had  as  many  as  ten  positive  epileptic  convulsions  in 
a  day.  They  never  came  on  until  menstruation  was  started, 
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and  they  ceased  with  menstruation.  I  thought  in  this  case 
there  was  a  very  plain  indication  for  causing  the  cessation  of 
menstruation,  if  possible,  bringing  about  the  menopause  as 
early  as  could  be  done.  She  was  advised  to  have  an  opera- 
tion done  for  the  removal  of  the  ovaries  and  tubes,  which 
was  performed.  The  stitches  were  removed  on  the  seventh 
day  ;  she  had  no  trouble  from  the  operation.  She  stayed  in 
the  hospital  for  three  months,  and  during  that  period  had  a 
slight  convulsion  on  the  second  return  of  the  period  of  men- 
struation ;  on  the  third  return  she  had  three  convulsions, 
which  were  rather  severe,  the  first  day  of  menstruation.  Be- 
tween that  and  the  next  return  of  menstruation  she  went 
home.  Since  that  time  I  have  received  letters  every  month 
from  the  husband  ;  she  has  had  no  convulsions  whatever,  the 
occurrence  of  the  convulsions  being  supplanted  by  the 
appearance,  at  the  time  of  menstruation,  of  increased  ner- 
vousness and  restlessness.  But  the  husband  says  in  his  last 
letter  that  this  has  begun  to  subside.  He  also  states  that  her 
general  appearance  is  becoming  more  and  more  like  it  was 
previous  to  her  first  attack. 

Case  IX.— Mrs.  S.,  Three  Rivers,  Mich. ;  aged  forty-five  ; 
American  ;  milliner ;  previous  and  family  history  good.  Five 
years  ago  patient  noticed  a  small  lump  in  the  lower  part  of 
the  abdomen,  which  increased  very  slowly  in  size  until  four 
months  ago,  since  which  time  it  has  grown  rapidly.  Menstrua- 
tion has  been  irregular,  and  entirely  absent  for  four  months. 

The  pedicle  was  very  broad  and  short.  The  first  ligature 
did  not  entirely  control  the  haemorrhage,  so  a  second  one  had 
to  be  applied.  The  patient  recovered  normally,  being  dis- 
charged three  weeks  after  the  operation. 

Case  X. — The  next  case  was  a  small  twelve-pound  ovarian 
cyst;  operation  done  October  15th.  Mrs.  Cassius  C.  G., 
Baraboo,  Wis.,  aged  twenty-eight ;  American  ;  housewife ; 
previous  and  family  history  good  ;  duration  of  present  disease, 
eighteen  months.     Referred  by  Dr.  English. 

There  was  nothing  unusual  about  it  in  any  way,  the 
patient's  recovery  being  normal  and  perfect  throughout,  with- 
out rise  of  temperature. 
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Case  XL — On  October  19th,  1889,  another  interesting 
case  was  operated  upon.  Miss  A.  M.  Doland,  Dakota,  aged 
nineteen  ;  German ;  domestic ;  family  and  previous  history 
good  ;  duration  of  present  disease,  four  years. 

This  girl  presented  herself  with  an  extensively  distended 
abdomen,  and  with  this  history  :  Four  years  ago  she  began  to 
have  some  abdominal  distension,  which  went  on  rapidly  for  a 
year,  when  she  was  tapped  and  thirty-two  pints  of  fluid  with- 
drawn. The  abdomen  filled  up  again  in  the  course  of  the 
next  year  with  the  same  amount  of  fluid,  and  the  same  oc- 
curred in  the  third  year ;  and  finally  in  the  fourth  year  she 
came  under  my  care  and  I  decided  to  do  the  operation  of 
removal  of  the  cyst.  In  making  the  vaginal  examination  in 
this  case,  I  could  feel  through  the  roof  of  the  vagina  a  hard 
substance  of  some  kind  which  ran  obliquely  across  the  pelvis 
from  right  to  left,  just  as  though  a  lead  pencil  were  placed 
across  ;  so  I  concluded  that  the  case  was  one  of  dermoid  cyst 
containing  bone.  The  tumour,  with  contents,  weighed  forty 
pounds.  The  patient  went  on  to  complete  recovery.  T  have 
brought  this  specimen  to  show  you  to-night  because  it  is  of 
considerable  interest ;  it  shows  the  superior  maxillarj'  bone, 
the  nasal  bone,  and  part  of  the  frontal  and  malar  bones,  and 
in  this  part  of  the  upper  jaw  tissue  you  will  be  able  to  discover 
teeth.  It  is  interesting  because  of  the  mass  of  bone  tissue 
found  within  it.  The  patient  was  discharged  perfectly  well 
November  12th,  1889. 

Case  XII. — The  next  case  was  one  of  ruptured  papillo- 
matous ovarian  cyst;  operation  done  December  gth,  1889. 
Mrs.  Wm.  M.,  Pilot,  III.,  age  forty,  American  ;  housewife ; 
duration  of  present  disease,  two  years. 

There  is  nothing  about  it  of  special  interest  except  perhaps 
that  there  were  so  many  adhesions  and  raw  surfaces  left  in 
the  pelvis  and  abdominal  cavity  that  I  deemed  it  proper  to 
use  a  drainage  tube.  The  patient  was  discharged  January 
13th,  1890.  Three  months  later  she  is  reported  as  having 
some  evidence  of  return  of  disease. 

Case  XIII. — The  next  case  was  an  ovarian  cyst ;  nothing 
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noticeable  in  connection  with  it.  Operation  on  February  8th, 
1890.  Miss  Mary  R,  age  twenty-four  ;  American  ;  nurse  ; 
family  history  good,  except  that  her  father  died  after  an 
operation  for  the  removal  of  a  tumour,  and  a  sister  died  of 
tuberculosis  of  lungs.     Previous  history  good. 

Ovariotomy  was  done  very  quickly,  the  entire  operation 
lasting  twelve  minutes.  The  girl  presented  herself  with  a 
cyst  which  we  found  subsequently  contained  thirty  pounds  of 
fluid ;  but  so  far  as  the  girl's  appearance  went,  there  was 
nothing  to  call  attention  to  her  as  being  diseased  or  sick  in 
any  way.  When  I  uncovered  the  surface  of  the  abdomen 
and  determined  the  nature  of  the  trouble,  I  said  to  the  gentle- 
men about  that  I  could  do  a  very  rapid  operation  in  that  case, 
because  I  thought  the  cyst  had  no  adhesions.  It  has  been 
proven  to  me  on  several  occasions  that  when  the  general 
health  is  not  affected  by  the  tumour  it  will  not  have  many 
adhesions,  but  when  the  patient  is  emaciated  and  the  general 
health  suffers  there  will  be  adhesions.  Discharged  March 
14th,  1890,  cured,  not  having  had  an  unfavourable  symptom. 

Case  XIV. — The  next  case  was  a  small  ovarian  cyst  of 
the  right  ovary  and  inflamed  left  tube.  Mrs.  G.  K.,  Three 
Rivers,  Mich.,  age  forty-seven  ;  German  ;  housewife  ;  referred 
by  Dr.  I.  Kles.  Family  and  previous  history  good.  Dura- 
tion of  present  disease,  four  years. 

The  operation  was  done  March  nth,  1890,  and  she  went 
on  to  recovery  without  difficulty.  Discharged  cured  April 
5th,  1890. 

Case  XV. — The  last  laparotomy  done  was  for  a  cyst  of 
the  broad  ligament  containing  eighteen  pints  of  fluid,  done 
March  15th,  a  week  ago.  Mrs.  W.  H.  D.,  Charlotte,  Mich., 
age  sixty-one  ;  American ;  housewife ;  family  history,  tuber- 
culosis and  carcinoma  in  the  family  ;  previous  history  good ; 
duration  of  present  disease,  two  years. 

Tumour  was  at  first  very  slow  in  growth,  but  since  five 
months  very  rapid.  The  tumour  was  peeled  out  of  the  broad 
ligament  as  an  entire  cyst,  the  edge  of  the  broad  ligament 
being  tied  and  dropped.     The  patient  has  gone  on  from  the 
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day  of  the  operation  until  the  present  time  without  any  in- 
terference whatever — in  fact,  says  that  she  feels  much  better 
since  the  operation  than  before.  Discharged  cured  April 
15  th. 

Case  XVI. — The  next  case  I  have  to  report  was  done 
April  i6th,  1889.  It  was  a  case  of  ectopic  pregnancy.  The 
patient,  Mrs.  Minnie  H.,  who  was  referred  to  me  by  Dr. 
O'Shea,  of  this  city,  was  twenty-six  years  old,  one  living 
child  eight  years  old,  and  three  miscarriages.  Three  months 
before  coming  to  me  she  supposed  herself  to  be  pregnant; 
she  had  missed  a  term,  and  in  the  interval  before  the  second 
time  of  menstruation  she  was  seized  with  severe  pains  in  the 
pelvis,  had  symptoms  of  shock  and  prostration,  and  a  bloody 
vaginal  discharge.  A  physician  saw  her,  and  detected  on 
vaginal  examination  a  mass  on  the  left  side  of  the  uterus, 
with  a  considerable  swelling  projecting  up  into  the  abdominal 
cavity.  In  a  few  days  she  was  again  seized  with  the  same 
colicky  pain  in  the  pelvis,  and  again  had  a  bloody  vaginal 
discharge.  She  was  brought  to  the  hospital  and  placed  under 
my  care,  and  I  diagnosed  ectopic  pregnancy.  An  operation 
was  done  for  its  relief,  before  the  class.  The  abdomen  was 
opened  and  the  ruptured  tube  discovered.  After  the  removal 
of  great  masses  of  blood  the  tube  and  sac  were  opened  freely ; 
no  foetus  was  found,  but  parts  of  the  placental  tissue  were 
found,  removed,  and  examined.  In  this  case  I  thought  it 
was  too  hazardous  to  attempt  the  removal  of  the  Fallopian 
tube ;  the  opening  that  was  made  in  it  was  stitched  into  the 
edges  of  the  abdominal  wound,  and  then  all  the  accumulated 
blood  was  scooped  out  of  the  cavity  by  the  fingers  and  other- 
wise, and  the  cavity  filled  with  iodoform  gauze.  At  intervals 
of  two  or  three  days  portions  of  the  gauze  were  removed  until 
the  cavity  finally  shrivelled  up  and  closed.  The  woman  left 
the  hospital  well,  and  is  well  to-day. 

Case  XVI I.— The  next  operation  was  done  not  long  ago, 
March  4th,  1890.  Mrs.  S.  J.,  Lake  View,  III,  forty  years 
old:  Swedish;  housewife;  previous  history  good.  Referred 
by  Dr.  Palmer.     The  woman  is   still  in  the  hospital     The 
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history  is  similar  to  that  of  Case  XVI.  in  the  development  of 
evidences  of  pregnancy  and  the  commencement  of  symptoms 
of  rupture  at  the  time  of  operation.  In  this  bottle  there  are 
a  portion  of  the  clots  that  were  removed  and  saved  for  ex- 
amination. In  both  of  these  cases  there  had  been  a  long 
interval  between  the  last  pregnancy  and  the  occurrence  of 
this  supposed  pregnancy,  in  the  first  case  eight  years  and  in 
the  last  case  nine  years.  This  is  an  important  factor  in  these 
cases.  I  think  Mr.  Tait  insists  that  it  is  one  of  the  principal 
signs  to  be  remembered.  In  many  of  these  cases  there  is  this 
history  of  a  long  period  of  years  between  pregnancies ;  then 
the  cessation  of  menstruation ;  then  comes  the  history,  at  the 
end  of  two  months,  of  severe  colicky  pain  in  the  lower  por- 
tion of  the  abdomen,  an  extreme  pain  causing  shock  and 
prostration,  all  the  evidences  of  blood  loss  and  vaginal  dis- 
charge, and  in  many  cases  the  extrusion  of  the  decidua 
through  the  vagina :  as  in  this  case  the  patient  told  me 
pieces  of  skin  were  discharged  through  the  vagina.  This 
patient  was  operated  upon  before  the  class.  There  were 
found  in  the  abdominal  cavity  large  masses  of  blood  filling  up 
the  pelvis.  The  Fallopian  tube  upon  that  side  was  ten  times 
its  normal  size,  with  an  opening  through  which  protruded 
large  clots  of  blood.  These  were  all  cleaned  out  and  a 
ligature  thrown  around  the  Fallopian  tube  between  the  sac 
and  the  uterus,  and  the  tube  removed.  In  this  case,  as  I  had 
cleaned  everything  out  and  then  removed  the  sac,  there  was 
nothing  to  sew  to  the  abdominal  walls.  Here  was  a  large 
cavity  with  little  particles  of  blood  that  I  was  afraid  to  leave 
inside  by  attempting  to  sew  it  up,  so  I  filled  the  cavity  with 
iodoform  gauze  and  let  the  intestines  come  down  against  it, 
and  sewed  up  the  wound.  This  gauze  was  left  in  several  days 
without  any  disturbance,  because  the  patient  showed  no 
reason  why  there  should  be  any  disturbance  of  it ;  then  we 
commenced  to  pull  the  gauze  away ;  every  day  a  piece  was 
pulled  away,  and  it  kept  perfectly  sweet  and  clean.  The 
abdominal  wound  is  healed,  and  the  woman  will  be  well  in  a 
short  time.  The  patient  was  discharged  cured  April  26th, 
1890. 
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Case  XVII.— Mrs.  A.  L.,  Chicago,  age  thirty-three; 
Canadian  ;  housewife  ;  family  history  good  ;  previous  history 
good  until  date  of  marriage,  twelve  years  ago.  Referred  by 
Dr.  Munroe.  Operated  on  June  8th,  1889.  Discharged 
September  3rd,  1889. 

Case  XIX. — Operation  September  28th,  1889;  discharged 
November,  1889.  Mrs.  Wm.  H.,  age  twenty-five  ;  American  ; 
housewife ;  family  history  tubercular ;  previous  history  good 
until  one  year  ago.  Referred  by  Dr.  Knox.  The  disease 
commenced  with  severe  pain  in  lower  part  of  the  abdomen. 
A  swelling  appeared  in  this  region,  evacuating  a  large  amount 
of  pus  through  the  bowels,  which  had  been  repeated  several 
times.  There  is  a  resonant  tumour  in  the  right  iliac  region 
just  above  Poupart's  ligament.  Abdominal  section  disclosed 
a  right  pyo-salpinx  with  universal  adhesions.  The  sac  could 
not  be  drawn  up  into  the  abdominal  incision. 

An  opening  was  made  into  the  abscess  from  the  vagina  by 
means  of  a  pair  of  long  curved  scissors  guided  by  the  hand  in 
the  abdominal  cavity,  and  a  rubber  drain  was  introduced.  In 
doing  this  the  bladder  was  wounded.  The  abscess  drained 
nicely ;  the  wound  of  the  bladder  healed  under  the  use  of  a 
retention  catheter  for  one  week.  The  abdominal  wound 
healed  normally. 

Case  XX. — Operation  January  7th,  1890.  Mrs.  Fannie 
S.,  Chicago,  age  forty-four ;  three  children  ;  American ;  house- 
wife; family  and  previous  history  fair.  Seven  months  ago 
first  felt  tenderness  in  the  lower  portion  of  the  abdomen ;  a 
month  later  first  noticed  some  swelling.  Patient  was  treated 
in  Cook  County  Hospital  for  three  months ;  lost  much  flesh, 
became  very  weak,  had  febrile  attacks,  the  evening  tempera- 
ture reached  loi".  Incision  in  the  median  line,  aspiration  of 
eight  ounces  of  pus,  sewing  of  sac  to  abdominal  wall,  free 
opening  of  sac,  introduction  of  drainage  tube  and  iodoform 
gauze  tampon.  Abdominal  wound  healed  and  the  abscess 
cavity  drained  well,  a  sinus  containing  a  drainage  tube  and 
discharging  a  small  amount  of  pus  still  persisting. 

I  don't  know  that  I  need  to  say  very  much  about  these 
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three  cases ;  they  are  all  pyo-salpinx  and  pelvic  abscess,  and  all 
recovered.  I  imagine  any  one  who  has  much  laparotomy  work 
to  do  will  bear  me  out  in  saying  that  these  cases  of  pelvic  ab- 
scess very  frequently  present  difficulties  that  are  troublesome 
to  overcome,  even  in  an  ordinary  operating  room,  surrounded 
only  by  assistants.  There  is  considerable  trouble  as  to  the 
outcome  of  many  of  these  cases,  because  they  are  so  apt  to  be 
surrounded  by  adhesions,  and  they  are  so  apt  to  form  under- 
layers  or  to  form  adhesions  in  the  neighbourhood  of  deleteri- 
ous fluid,  which  has  a  tendency  to  go  towards  the  peritoneal 
cavity  ;  hence  they  have  to  be  handled  carefully.  These  cases 
presented  no  particular  difficulties,  expect  that,  in  two  of 
them,  from  an  old  opening  into  the  rectum  there  had  come,  in 
one  on  the  right  and  in  the  other  on  the  left  side,  a  gassy 
tumour,  circumscribed  in  character,  well  out  towards  the  ileum, 
in  one  case  below  Poupart's  ligament  and  in  the  other  above, 
which  was  tympanitic,  crackling  under  pressure  of  the  finger, 
showing  the  presence  of  gas,  yet  not  enough  pus  in  its  forma- 
tion to  cause  it  to  come  to  the  surface  and  ulcerate  through. 
In  both  cases  laparotomy  was  done.  The  case  that  did  not 
recover  from  the  abdominal  section  was  one  of  pyo-salpinx. 
This  cyst  was  peculiar,  in  that  it  showed  a  disposition  to  go 
above  the  pelvis  towards  the  abdominal  walls.  The  woman 
had  been  in  several  hospitals,  and  I  had  decided  that,  notwith- 
standing it  was  high  up,  with  its  acute  course,  tenderness,  and 
peculiar  feel,  there  was  pus  in  it,  and  I  advised  her  to  have 
abdominal  section  done  to  find  out,  and  we  did  find  it.  The 
cyst  wall  was  fastened  to  the  abdominal  wall,  and  the  cavity 
packed  with  iodoform  gauze.  She  recovered  without  diffi- 
culty. 

Case  XXI. — The  next  case  was  a  cyst  of  the  pancreas. 
Mrs.  W.  E.  S.,  Carthage,  Mo.,  age  twenty-four  ;  family  and 
previous  history  good.  The  operation  was  done  December 
nth.  Four  years  ago  this  patient  noticed  a  small  round 
tumour  in  the  neighbourhood  of  the  pancreas.  It  did  not 
show  much  disposition  to  increase  in  size  at  first.  Two  years 
ago  she  became  pregnant,  and  during  the  pregnancy  it  did 
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not  show  any  disposition  to  grow  ;  but  after  delivery  it  grew 
rapidly,  so  that  when  she  presented  herself  the  upper  half  of 
the  abdominal  cavity  was  filled  with  a  fluctuating  tumour.  It 
could  be  differentiated  as  belonging  to  this  portion  of  the 
abdominal  cavity,  because  the  resonance  was  all  below ;  and 
it  could  be  diagnosed  as  a  post-peritoneal  growth  from  the 
fact  that  here  and  there,  by  careful  percussion  over  the  surface, 
circumscribed  resonance  could  be  determined,  marking  the 
course  of  the  intestines  between  the  abdominal  walls  and  the 
tumour.  It  was  diagnosed  to  be  a  pancreatic  cyst,  partly 
from  the  history  and  partly  from  the  examination.  An  in- 
cision was  made  through  the  abdominal  walls,  and  of  course  as 
soon  as  the  intestines  made  their  appearance  the  diagnosis 
was  complete.  Crossing  over  the  surface  of  the  tumour  were 
many  large  veins  and  arteries  from  the  mesentery  and  the 
omentum,  and  the  question  came  up  what  it  was  best  to  do. 
Now,  when  I  have  a  doubt  about  any  sort  of  growth  or  cyst, 
especially  if  its  contents  are  harmful,  I  make  up  my  mind  to 
carry  out  the  same  plan  as  carried  out  with  reference  to  ab- 
dominal abscesses — i.e.,  to  shut  off  the  peritoneal  cavity  first, 
so  it  will  not  be  affected  by  anything  that  comes  out  of  the 
cyst  wall.  The  cyst  wall  was  fastened  by  sutures  to  the  centre 
of  the  incision  all  the  way  round.  Then  the  abdominal  in- 
cision was  closed  up  to  this  point,  and  an  opening  made,  and 
twelve  pints  of  clear,  yellowish  fluid  discharged,  which  proved 
to  be  pancreatic.  The  cavity  was  washed  out  thoroughly  until 
the  fluid  came  out  clear,  and  then  the  cavity  was  packed  with 
iodoform  gauze,  which  kept  it  perfectly  aseptic.  This  gauze 
was  removed  from  day  to  day,  the  cyst  wall  shrivelled  up  and 
the  cavity  disappeared,  and  the  patient  was  cured  at  the  end 
of  two  months.     She  has  since  remained  very  well. 

Case  XXII. — The  next  case  is  interesting;  it  was  not  a 
female,  but  a  male.  Mr.  J.  G.  K.  Boscobel,  Wis.,  age  thirty- 
two  ;  American ;  farmer ;  family  and  previous  history  good. 
Referred  by  Dr.  Collins. 

Male  patients  represent  what  I  am  after  as  well  as  do  the 
female  patients,  2>.,  the  doing  of  these  operations  before  large 
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assemblies.  This  was  a  large  papilloma  of  the  kidney.  He 
came  to  us  with  a  greatly  distended  abdomen  upon  the  right 
side,  with  the  history  of  a  growth  commencing  posteriorly 
just  below  the  ribs  and  extending  downward  to  the  ileum.  It 
seemed  to  fluctuate  and  was  very  elastic.  An  incision  was 
made  to  uncover  it,  and  according  to  the  methods  I  have 
already  described.  The  post-peritoneal  covering  was  stitched 
to  the  abdominal  edges  and  an  opening  was  made  into  the 
mass.  It  was  found  not  to  be  fluid,  but  to  be  made  up  of 
a  mass  of  papillomatous  degeneration  connected  with  the 
kidney.  If  there  ever  was  a  case  which  demonstrated  the 
beneficial  effects  of  this  manner  of  treating  large  cavities  and 
keeping  them  from  septic  trouble,  this  was  one.  Nothing 
could  be  more  likely  to  take  upon  itself  septic  action.  This 
large  cavity  was  filled  to  overflowing  with  iodoform  gauze, 
and  there  never  was  any  septic  trouble,  the  cavity  filling  up 
quickly  and  the  gauze  being  removed  as  it  filled  up.  The 
patient  recovered  entirely  from  the  operation,  and  was  dis- 
charged after  three  months,  a  sinus  remaining. 

Case  XXIII, — The  next  case,  operated  upon  August  27th, 
1889,  is  one  which  you  will  excuse  me  for  presenting  to  you, 
as  I  have  presented  it  to  the  Chicago  Medical  Society.  Mrs. 
B.,  La  Valle,  Wis.,  age  twenty-six  ;  German ;  housewife ; 
mother  of  two  healthy  children  ;  family  and  previous  history 
good. 

This  woman  came  to  me  with  a  tumour  of  the  left  kidney 
as  large  as  a  cocoanut.  The  diagnosis  was  made,  and  its 
position  determined  by  the  rules  we  carry  out  in  these  cases. 
The  specimen  is  on  this  plate ;  it  proves  to  be  an  adenoma  of 
the  left  kidney.  It  is  interesting  as  showing  that  the  mass  of 
kidney  has  been  thinned  out,  and  that  the  cavity  is  filled  up 
with  the  tumour.  Upon  this  side  you  see  a  complete  cast  of 
the  pelvis  of  the  kidney  terminating  in  the  ureter.  This 
tumour  was  removed  by  the  anterior  incision  opening  care- 
fully into  the  peritoneal  cavity,  making  an  incision  in  the  pos- 
terior peritoneum  in  the  outer  side  and  in  the  course  of  the 
descending  colon,  carrying  the  colon  over  to  the  right,  expos- 
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ing  the  kidney  and  removing  it,  making  drainage  through  the 
posterior  wall  by  passing  scissors  through.  This  woman  was 
four  months  pregnant  when  this  operation  was  done,  but  it 
caused  no  trouble,  and  she  went  on  to  full  term  and  was 
delivered  of  a  healthy  child,  recovered,  and  is  well  to-day. 
Patient  discharged  cured  September  27th.  At  end  of  eight 
weeks  was  able  to  do  her  own  housework. 

Case  XXIV. — The  next  case  I  have  already  presented  to 
this  Society — operation  May  25th,  1889.  Mrs.  F.,  Chicago, 
age  forty ;  English ;  housewife ;  family  and  previous  history 
good.  Referred  by  Dr.  Bryan.  It  is  a  large  uterine  myoma, 
which  makes  up  another  of  the  deaths  in  this  series,  but  one 
which  probably  could  have  been  avoided.  Patient  died  May 
30th  of  intestinal  obstruction  without  inflammation. 

Case  XXV. — In  this  case,  an  epithelioma  of  the  uterus 
was  removed  by  vaginal  hysterectomy ;  operation  September 
24th,  1889.  Mrs.  Lydia  H.,  Chicago,  age  forty-four;  Ameri- 
can ;  housewife ;  one  child ;  family  and  previous  history 
good  ;  duration  of  disease,  one  year. 

There  is  nothing  particularly  interesting  in  this  case 
except  that  profuse  haemorrhage  occurred  some  six  hours 
after  the  operation,  during  a  fit  of  vomiting,  and  when  I  came 
to  examine  her  I  found  upon  the  left  side  the  tissues  at  the 
base  of  the  forceps  had  pulled  out  and  left  the  uterine  artery 
free.  By  the  application  of  tamponing  the  haemorrhage  was 
stopped  and  never  recurred,  and  the  patient  went  on  to 
recovery.     Patient  discharged  cured  October  12th,  1889. 

The  next  three  cases  you  will  allow  me  to  pass  by  without 
much  reference  to  them  ;  they  are  cases  that  you  are  not 
particularly  interested  in,  one  a  cancer  of  the  stomach,  the 
other  of  the  liver  and  mesentery.  In  the  first  case  laparo- 
tomy was  done  for  the  purpose  of  relieving  the  patient,  if 
possible,  by  opening  an  anastomosis  between  the  stomach 
and  the  seat  of  the  trouble.  In  the  other  case  operation  was 
done  for  the  removal  of  a  very  painful  carcinomatous  nodule 
at  the  umbilicus.  It  may  be  well  for  me  to  say  that  cases  of 
development  of  a  very  hard,  tense,  somewhat  circumscribed 
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mass  affecting  the  umbilicus  and  surrounding  tissue  of  the 
abdominal  walls  to  a  slight  degree,  accompanied  with  severe 
symptoms  of  emaciation  pointing  to  severe  and  troublesome 
disease,  will  almost  always  indicate  the  presence  of  carcino- 
matous disease  affecting  the  liver. 

Case  XXVI. — Operation  April  2nd  ;  died  April  3rd.  Mr. 
S.,  Bloomington,  111.,  age  fifty-three  ;  carpenter;  family 
history  excellent ;  previous  history,  many  years  dyspepsia  ; 
present  symptoms  those  of  carcinoma  occluding  pylorus ; 
patient  extremely  emaciated,  not  having  taken  nourishment 
by  mouth  for  weeks  ;  operation,  gastro-enterostomy.  Patient 
died  twenty-four  hours  after  the  operation,  from  exhaustion. 

Case  XXVII. — January  22nd,  1890.  John  R.,  Reeds- 
burg,  Wis.,  fifty  years  old ;  American ;  farmer ;  family  and 
previous  history  good  ;  duration  of  disease,  five  months.  The 
wound  healed  normally. 

Case  XXVIIL— Operation  October  12th,  1889.  Died 
suddenly,  probably  of  thrombosis  of  pulmonary  artery ; 
autopsy  not  permitted.  Mrs.  Louis  B.,  Chicago,  age  fifty- 
one  ;  German  ;  housewife  ;  family  and  previous  history  good 
until  a  year  ago.     Referred  by  Dr.  Adolphus. 

Case  XXIX.— Operation  March  8th,  1890.  Mr.  A.  R., 
Chicago,  age  twenty-one  ;  Americari ;  street-car  conductor  ; 
family  and  previous  history  good.  Referred  by  Dr.  Bridge. 
Duration  of  disease,  ten  months. 

Has  suffered  pain  and  tenderness  in  the  ilio-aecal  region 
since  ten  months.  During  this  time  he  has  had  three  attacks 
characterised  by  severe  pain,  high  fever,  and  increased  indu- 
ration in  the  affected  region.  Last  attack  came  on  three 
weeks  ago.  Treatment :  Incision  over  caecum  four  inches 
long  into  the  abdominal  cavity.  Numerous  adhesions  were 
found  between  folds  of  intestine.  A  large  piece  of  omentum, 
hard  and  contracted  by  inflammation,  was  found  adherent  to 
the  caecum  and  abdominal  walls ;  was  ligated  and  removed. 
The  caecum  was  adherent  throughout  to  the  iliac  fossa ;  the 
appendix  could  not  be  found.  Recovery  perfectly  normal. 
Patient  discharged  cured  April  2nd. 
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Case  XXX. — Mr.  John  L,,  Chicago,  age  forty  ;  American  ; 
mantel  setter ;  family  history  bad  ;  previous  history  good ; 
duration  of  present  disease,  several  months. 

The  last  case  is  one  in  which  I  did  laparotomy  for  the  pur- 
pose of  relieving  a  distended  abdomen  which  examination 
showed  to  be  filled  with  fluid.  Without  displacing  this  fluid, 
by  pretty  firm  pressure  of  the  hand  in  different  directions  it 
was  possible  to  determine  some  nodulated  masses  here  and 
there  in  the  peritoneal  cavity.  Diagnosis  was  made  of  tuber- 
cular degeneration  of  the  peritoneum,  and  abdominal  section 
done  for  the  purpose  of  establishing  drainage  and  taking  off 
the  pressure  from  the  organ,  and  possibly  leading  to  the  re- 
ported recovery  in  such  cases.  An  operation  was  done  and 
the  cavity  of  the  peritoneum  found  full  of  fluid,  and  the 
peritoneum  and  abdominal  walls  covered  with  nodules  in  all 
directions,  the  omentum  rolled  up  into  wads,  and  these  filled 
with  tubercular  nodules.  Drainage  was  used,  and  the  patient 
recovered  from  the  operation  without  difficulty. 

This  presents  to  you  a  series  of  30  cases.  Of  these  15 
were  ovarian,  and  out  of  the  15  but  i  death.  In  this  series 
there  were  2  extra-uterine  pregnancies,  3  pyo-salpinx,  all  re- 
coveries ;  I  cyst  of  the  pancreas,  i  recovery ;  2  troubles  of 
the  kidney — i  complete  removal  of  the  kidney,  the  other  par- 
tial removal — both  recoveries ;  2  troubles  of  the  uterus,  i 
cancer  with  perfect  recovery,  i  large  myoma  with  death ;  3 
cases  of  carcinoma,  i  of  the  stomach,  2  of  the  liver  and  other 
organs — i  (of  the  stomach)  death  ;  2  (of  the  liver  and  other 
organs),  i  recovery  and  i  death ;  appendicitis,  i  case,  i  re- 
covery ;  tuberculosis  of  the  peritoneum,  i  case,  i  recovery. 

As  you  look  over  this  list,  you  will  see  that  I  am  not  doing 
myself  justice  in  putting  on  it  two  cases  of  attempt  to  remove 
well-marked  cancer  of  the  liver  and  stomach ;  they  might 
possibly  be  left  out,  but  I  am  well  satisfied  to  leave  it  as  it  is. 
Thirty  cases  with  twenty-six  recoveries  and  four  deaths  is  a 
record  that  I  do  not  think  can  be  exceeded  anywhere.  I  am 
inclined  to  think  it  is  an  innovation,  so  far  as  this  country  is 
concerned,  doing  these  operations  before  a  large  class. 
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I  think  I  have  had  the  hardihood  before  to  remark,  for 
which  I  was  reproved,  that,  so  far  as  ovarian  tumours  are  con- 
cerned, the  removal  of  a  simple  ovarian  tumour  is  about  the 
simplest  operation  a  surgeon  can  do.  But  what  I  wish  to  call 
attention  to  principally  is  the  fact  that  in  different  cities  a 
great  proportion  of  the  large  amounts  of  money  that  are  given 
for  hospital  purposes  have  been  expended  in  putting  up  spe- 
cial rooms  for  laparotomies,  with  all  inside  walls  and  ceilings 
of  marble,  and  so  arranged  that  it  is  impossible  for  microbes 
to  get  in  or  out.  In  some  places  the  patient  is  as  absolutely 
isolated  as  a  case  of  small-pox.  Physicians  who  see  the  case 
are  let  in  in  small  squads,  a  few  at  a  time,  into  these  specially 
prepared  rooms,  and  this  is  done  under  the  impression  that 
something  outside  the  surroundings  of  the  patient  must  be 
done  in  order  that  the  success  of  the  operation  shall  be 
brought  up  to  the  standard  the  profession  believes  in.  But  I 
contend  all  of  that  is  useless.  I  do  not  believe  any  patient's 
life  was  ever  saved  by  marble  walls  or  tesselated  pavements. 
My  own  belief,  which  I  put  in  force  so  far  as  these  thirty  were 
concerned — cases  that  were  taken  without  selection,  cases  that 
represented  the  moderately  difficult  and  the  severely  difficult 
— is  that  it  is  what  is  put  into  the  abdomen,  the  preparation 
of  the  operator  and  his  assistants,  of  everything  that  touches 
the  case  about  the  wound,  from  which  safety  comes. 

Dr.  Nelson  :  I  am  very  glad  such  a  record  has  been 
made  in  this  country,  and  I  believe  we  can  demonstrate  even- 
tually that  microbes,  while  they  may  be  carried,  do  not  have 
wings,  and  are  not  likely  to  be  blown  about  in  our  operating 
rooms.  If  we,  our  instruments,  our  ligatures,  our  assistants, 
do  not  carry  them,  I  believe,  with  the  reporter  of  these  re- 
markable cases,  we  are  not  likely  to  get  them  into  the  patient. 
I  do  believe  that  there  is  something  in  the  patients,  that  is,  in 
their  condition  of  health  and  strength  and  vigour,  as  to  sus- 
ceptibility to  influence  from  the  microbes  or  germs.  What- 
ever may  be  the  exciting  cause  of  the  disease,  many  patients 
in  good  strength  and  vigour  will  destroy,  take  up,  or  make 
away  with — if  you  please — many  of  these  germs,  whereas 
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those  who  are  not  strong  and  vigorous  will  not  and  cannot 
do  it.  Although  it  will  make  perhaps  but  little  difference  in 
a  series  of  cases  of  this  sort,  where  good,  bad  and  indifferent 
have  to  be  taken,  yet  the  condition  of  the  patient  at  the  time 
of  operation  is  frequently  an  important  factor,  I  think,  in 
recovery,  as  well  as  the  utmost  care  bestowed.  I  am  cer- 
tainly exceedingly  pleased  to  find  such  a  demonstration  as 
this  of  the  possibility  of  operating  where  only  care  of  the 
patient  and  those  immediately  touching  the  patient  is  spe- 
cially recognised,  and  not  so  much  is  thought  about  the 
atmosphere  around  or  in  apartments  at  a  distance  from  the 
patient. 

Dr.  Byford  :  I  have  the  satisfaction  of  knowing  that 
while  Dr.  Parkes  was  operating  in  this  way  I  was  doing  the 
same.  Thinking  to  surprise  him,  I  one  day  spoke  to  him 
about  my  work,  and  found  out  to  my  surprise  what  he  was 
doing. 

I  commenced  in  the  winter  of  1888  to  perform  peritoneal 
sections  before  the  class  of  medical  students  in  the  amphi- 
theatre of  St.  Luke's  Hospital,  On  the  first  Wednesday  in 
January,  1888,  I  gave  my  first  clinic  at  St.  Luke's  Hospital, 
removing  diseased  uterine  appendages.  At  my  second  clinic, 
a  week  later,  I  removed  an  ovarian  tumour  containing  three 
pints  of  fluid.  A  few  weeks  later  I  removed  an  ovary  by 
vaginal  section  at  the  clinic.  The  next  winter  I  opened  the 
abdomen  twice  before  the  class.  Up  to  that  time  I  had 
selected  my  cases,  for  I  was  told  that  if  I  had  a  death  I  might 
be  blamed  for  reckless  operating.  During  the  past  winter 
session  I  operated  upon  every  available  case,  opening  the 
abdomen  six  times  before  the  class.  As  I  give  only  twelve 
clinical  lectures  each  winter,  this  was  as  many  cases  as  I  could 
get  in  without  excluding  too  much  other  material  more  im- 
portant to  the  medical  student.  All  these  cases  recovered 
without  a  sign  of  sepsis  or  other  bad  symptom  attributable  to 
the  method  of  operating.  I  found  no  difference  in  the  result 
from  my  private  cases.  I  could  add  many  more  if  I  included 
operations  before  classes  of  six  or  eight  from  the  Post-Graduate 
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Medical  School,  but  I  am  now  referring  to  those  cases  where 
medical  students  came  without  preparation,  as  to  other 
clinics. 

As  test  cases  I  may  mention  the  following :  In  the  case  of 
ovariotomy  above  mentioned  the  abdominal  fat  was  five  inches 
thick  ;  the  patient  was  insane,  had  cystitis,  and  escaped  from 
her  room  four  days  after  the  operation  and  went  to  the  bath- 
room. She  recovered  without  a  bad  symptom  except  restless- 
ness. 

In  another  case,  in  attempting  to  drain  an  abscess  under 
the  abdominal  walls,  the  whole  thing  parted  from  the  walls 
and  opened  into  the  abdominal  cavity.  I  did  not  in  the  least 
expect  to  have  a  laparotomy,  had  no  preparation  for  one.  Our 
hands,  sponges,  and  instruments  had  been  bathed  in  pus.  I 
washed  out  the  cavity  and  used  drainage  above  and  also  into 
the  vagina,  and  packed  the  pus  surfaces  with  iodoform  gauze. 
The  patient  got  well.  The  temperature  went  up  to  ioi°F. 
the  next  day,  but  it  came  down  in  a  few  hours,  and  she  got 
along  as  well  as  though  there  had  been  no  pus  to  deal  with. 
In  a  case  of  pyo-salpinx  I  had  the  abdominal  cavity  open 
nearly  two  hours.  An  abscess  of  the  ovary  had  over  a  year 
before  opened  out  through  the  vagina,  and  when  that  con- 
tracted it  brought  the  uterus,  broad  ligament,  and  suppurating 
tube  back  over  it.  The  omentum  and  intestines,  adherent  over 
that,  formed  an  almost  impassable  barrier  to  the  pelvis.  After 
enucleating  the  abscesses  I  spent  some  little  time  trying  to 
check  the  haemorrhage,  which  threatened  to  destroy  the  feeble 
patient.  I  finally  tamponed  the  pelvis  with  iodoform  gauze, 
and  left  the  tampon  there.  She  had  no  sepsis  or  other 
unfavourable  symptom. 

To  my  mind  these  cases  show  that  there  is  a  possibility,  if 
we  work  carefully,  of  doing  these  operations  before  students 
and  giving  them  the  benefit  of  some  training  in  abdominal 
section.  I  know  of  no  kind  of  surgery  in  which  it  is  as 
necessary  for  a  man  to  have  clinical  experience  before  doing 
operations  as  in  abdominal  surgery. 

I  agree  with  the  doctor  fully,  except  perhaps  on   one 
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point.  That  is  about  ovarian  tumours.  There  is  nothing 
easier  to  remove  than  a  simple  ovarian  cyst,  but  I  do  not 
think  I  have  met  with  more  than  three  simple  ovarian  cysts 
in  a  year,  although  I  have  removed  quite  a  number.  Sup- 
puration, development  under  the  broad  ligament,  rectum,  or 
colon,  extensive  adhesions,  malignant  character,  &c.,  &c., 
render  ovariotomy  one  of  the  most  formidable  of  operations. 
When  the  absurd  notion  shall  have  died  out  of  the  profes- 
sional mind  that  it  is  better  to  wait  until  an  ovarian  tumour 
interferes  with  the  comfort  of  the  patient  before  removing  it, 
then  ovariotomy  will  more  often  mean  simple  ovariotomy, 
and  the  death  rate  will  at  last  be  so  small  as  to  frighten  no 
one. 

Dr.  Lee  :  Mr.  President,  It  seems  this  method  of  doing 
laparotomy  is  almost  co-extensive.  I  have  been  in  a  number 
of  places  where  I  have  seen  larparotomy  performed  before 
large  classes,  and  in  as  ill-ventilated  and  ill-prepared  amphi- 
theatres as  could  well  be  found.  In  the  Post-Graduate 
Medical  School  in  New  York,  which  has  hardly  any  of  the 
modern  ideas  carried  out  in  it,  which  has  hardly  any  appli- 
ances for  such  operations,  I  saw  laparotomy  performed,  in 
December,  in  the  presence  of  probably  twenty-five  students  ; 
and  if  the  number  had  been  larger,  it  would  have  been  all 
the  same,  as  I  was  informed  it  was  the  custom  to  make  opera- 
tions before  such  classes  as  should  present  themselves  in  the 
amphitheatre. 

Dr.  Martin  :  Mr.  President,  It  is  interesting  to  know 
the  methods  of  those  operating  in  amphitheatres  before  large 
classes.  I  think  it  would  also  be  interesting  to  know  the 
methods  employed  for  preparing  the  assistants'  instruments, 
nurses,  and  the  preparatory  treatment  of  patients.  I  think 
that  all  operators  have  different  forms  that  are  gone  through 
with,  and  it  would  certainly  be  very  interesting  to  know  Dr. 
Parkes'  method  for  preparing  those  who  take  part  in  an 
operation. 

I  would  like  to  speak  in  regard  to  the  method  of  securing 
the  broad  ligament  in  vaginal  hysterectomy.     I  think  it  will 
be  noticed  in  the  reports  of  cases  at  present  that  while  the 
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broad-ligament  forceps  is  used  pretty  generally,  the  majority 
of  operators  prefer  to  ligate  the  base  of  the  broad  ligament 
with  strong  silk — possibly  not  only  with  one  ligature  but  two 
or  three,  if  easily  reached — and  cutting  that  portion  away, 
so  that  the  broad-ligament  clamp  will  have  a  very  much 
smaller  portion  to  secure ;  it  being  a  fact  that  the  broad- 
ligament  clamp,  even  the  strongest,  will  not  secure  all  portions 
of  the  ligament  with  equal  pressure  ;  some  portions  are  liable 
to  draw  out  and  bleed.  A  number  of  such  cases  are  on 
record. 

I  think  the  point  mentioned  by  the  President  is  well 
taken.  In  fact,  it  would  have  saved  me  a  similar  difficulty 
if  in  a  recent  case  I  had  looked  much  more  carefully  after 
securing  the  arteries  that  are  liable  to  be  severed  when  the 
vaginal  section  is  made.  In  this  case,  before  the  patient  was 
put  to  bed  all  haemorrhage  was  secured,  so  far  as  the  broad 
ligament  was  concerned  ;  but  I  was  called  up  in  the  middle 
of  the  night,  the  house  doctor  stating  that  secondary  haemorr- 
hage had  taken  place.  Putting  the  patient  on  the  table,  I 
found  the  haemorrhage  had  been  entirely  from  an  artery  in 
the  corner  of  the  vagina.  The  patient  was  pulseless,  but  with 
stimulation  revived,  and  subsequently  recovered; 

Dr.  T.  J.  Watkins  :  I  think  the  report  of  these  very  in- 
teresting cases  of  Professor  Parkes  shows  that  the  good  results 
of  laparotomy  depend  much  more  upon  the  cleanliness  of  the 
patient,  the  instruments,  the  operator  and  his  assistants,  than 
upon  the  so-called  "  aseptic "  conditions  of  the  air  of  the 
operating  room. 

As  long  ago  as  1883  Dr.  Donald  McLean  did  laparotomies 
before  the  students  at  the  University  of  Michigan  in  the 
hospital  amphitheatre.  The  students  were  permitted  to  go 
directly,  without  changing  their  clothing,  from  the  dissecting 
to  the  operating  room  ;  yet  in  no  one  of  his  cases  so  operated 
on  did  any  evidence  of  air  infection  develop. 

Dr.  Bayard  Holmes  :  Mr.  President,  There  are  only 
two  methods  by  which  infection  of  any  wound  may  take 
place ;  one  is  called  air  infection,  the  other  contact  infection. 
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The  danger  from  air  infection  has  been  proved  by  all  investi- 
gators to  be  comparatively  slight,  while  the  real  danger  lies 
almost  entirely  in  contact  infection.  Upon  some  plates  that 
I  exposed  for  twenty-four  hours  at  one  time  in  a  closed  room 
of  the  fifth  storey  of  a  building  in  the  centre  of  this  city, 
twelve  colonies  developed  to  each  square  inch,  and  probably 
not  one  in  fifty  was  of  pyogenic  bacteria.  In  the  bacterio- 
logical laboratory  we  are  accustomed  to  open  gelatine  tubes 
and  other  nutritive  material  for  several  minutes  without  the 
least  expectation  of  any  infection  of  the  nutrient  material. 
Plates  of  gelatine  three  or  four  inches  square  were  exposed 
sometimes  for  five  minutes,  and  only  rarely  does  one  become 
infected  with  any  form  of  growth,  not  to  mention  pathogenic 
growth;  so  the  danger  from  air  infection  is,  you  may  say 
almost  nothing.  The  danger  from  contact  infection  is  greater, 
and  yet  it  is  not  as  great  as  we  have  been  led  to  suppose. 

There  is  one  other  element  in  this  case  which  would  not 
apply  to  other  cases.  The  dangers  which  we  fear  in  opening 
the  peritoneal  cavity  are  due  to  the  infection  with  facultative 
parasites ;  that  is  to  say,  the  infection  with  parasites  that 
ordinarily  live  a  saprophytic  existence,  but  are  able  to  take 
on  a  parasitic  existence  when  in  a  favourable  locality.  The 
human  body  exists  to-day  because  it  has  developed  a  resis- 
tance to  that  form  of  infection  in  all  those  localities  where  it 
is  most  exposed  to  it.  The  skin  and  the  mucous  membrane 
are  adequate  protection  against  the  facultative  parasites. 
Now,  the  serous  cavities  also  have  some  resistance  and  that 
resistance  is  greatest  where  the  danger  of  infection  is  greatest. 
Through  the  intestines,  only  a  line  away  from  the  peritoneum, 
there  is  a  mass  of  material  full  of  these  facultative  parasites, 
and  the  peritoneum  is  very  apt  to  be  infected  through  the 
lymphatics  from  the  contents  of  the  bowel,  hence  the  perito- 
neum has  a  very  great  resistance  to  infection  of  this  kind ; 
but  that  resistance  is  not  found  in  the  serous  cavities  which 
surround  the  lungs,  the  heart,  and  the  larger  joints,  and  I 
predict  that  without  the  use  of  antiseptic  solutions  no  such 
series  of  thirty  cases  could  be  found  where  the  plural  cavity, 
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where  the  meringeal  cavity,  or  where  the  large  joints  were 
opened. 

There  is  one  other  point  that  is  worthy  of  consideration 
by  every  operator,  and  that  is  the  fact  that  it  is  an  antiseptic 
precaution  to  make  as  small  a  hole  in  the  abdomen  as  pos- 
sible, to  keep  it  open  as  short  a  time  as  possible,  and  use  as 
few  instruments  as  possible ;  and  I  look  upon  the  success  of 
Dr.  Parkes  in  an  open  and  dirty  amphitheatre,  with  every 
source  of  contamination  from  the  air,  as  due  to  the  care  which 
he  bestows  upon  his  instruments  and  sponges,  and  the  fact 
that  he  operates  rapidly,  and  that  he  uses  his  hands,  and  does 
not  depend  upon  fifteen  or  twenty  instruments  and  many 
assistants  to  do  what  his  fingers  will  do  as  well  alone. 

Dr.  W.  W.  Jaggard  :  Apart  from  any  personal  feeling, 
as  a  Chicago  physician  I  am  very  proud  of  Dr.  Parkes  and 
his  record.  I  think  it  is  one  of  the  most  remarkable  papers 
I  have  ever  had  the  pleasure  of  hearing:  I  think,  too.  Dr. 
Parkes  must  be  accorded  priority  in  establishing  in  this 
country  the  method  of  operating  before  a  large  class.  It  is 
not  the  same  to  operate  before  five  or  six  or  twenty-five  as 
before  a  class  of  five  hundred  men.  Dr.  McLean,  in  Ann 
Arbour,  did  not  do  this  thing ;  that  was  before  the  days  of 
antiseptic  surgery.  Here  we  have  an  antiseptic  surgeon,  a 
man  who  has  adopted  modern  methods,  avowing  his  belief  in 
the  importance  of  contact  infection. 

Again,  it  is  a  remarkable  fact  that  such  an  immense 
amount  of  material  could  be  gathered  together  in  any  one 
clinic.  I  do  not  think  there  is  another  clinic  in  the  country 
that  has  produced  such  an  amount  of  material,  and  I  am  not 
aware  of  any  on  the  continent  of  Europe,  unless  it  be  that  of 
Billroth  in  Vienna ;  and  during  my  term  of  two  years  there  I 
saw  no  such  material  as  is  described  by  Dr.  Parkes. 

While  the  paper  is  a  strong  argument  for  contact  infection, 
it  is  by  no  means  a  demonstration.  There  are  cases  that 
arise — not  from  air  infection  (air  infection  undoubtedly  plays 
a  very  subordinate  role,  Kiimmel  and  others  showed  that  con- 
clusively five  or  six  years  ago) — but  there  is  a  mode  of  in- 
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fection  called  self-infection,  in  which  the  woman  actually 
infects  herself ;  in  which  her  unclean  skin  or  dirty  fingers,  or 
micro-organisms  lodged  about  the  pubic  hair  or  in  the  vaginal 
or  cervical  secretions,  will  produce  infection.  It  is  not  only 
important  that  subjective  antisepsis  receive  careful  attention, 
but  it  is  also  important  that  objective  antisepsis  be  attended 
to ;  there  should  be  absolute  sterilization  of  the  field  of  opera- 
tion. The  term  self-infection  is  not  well  chosen,  and  a  few 
months  ago  Dr.  Holmes  criticised  me  on  that  point  severely 
and  justly.  The  term  is  a  misnomer,  but  until  we  have  some 
better  word  to  express  the  idea  of  objective  infection  I  think 
we  should  retain  this  term. 

In  puerperal  fever  it  is  necessary  to  recognise  two  methods 
of  infection  :  contact  infection,  ninety-nine  out  of  one  hun- 
dred ;  self-infection,  one  out  of  one  hundred. 

As  regards  the  individual  cases,  I  was  particularly  in- 
terested in  the  case  of  menstrual  epilepsy,  and  I  had  hoped 
to  hear  some  remarks  on  the  subject  from  Dr.  Church.  I 
have  been  looking  up  this  matter  somewhat  in  detail.  I  have 
three  or  four  cases  of  epilepsy  under  observation  in  which 
the  menstrual  epoch  seems  to  sustain  some  relation  to  the 
epilepsy,  and  I  have  about  made  up  my  mind  to  perform 
oophorectomy  in  one  case.  My  observations  of  Dr.  Goodell's 
cases  in  Philadelphia  did  not  favour  the  operation.  And  in 
the  case  reported  by  Dr.  Parkes,  the  period  of  time  that  has 
elapsed  since  the  operation  is  too  brief  to  enable  one  to  make 
any  positive  deduction.  But  it  is  one  of  the  clearest  cases  of 
which  I  have  knowledge. 

The  case  of  removal  of  kidney  in  pregnancy  is  of  uncom- 
mon interest,  particularly  to  the  obstetrician,  and  sustains  a 
recent  doctrine  that  it  does  not  make  much  difference  what 
organ  you  take  out  above  the  level  of  the  fundus  or  above  the 
lower  uterine  segment,  so  long  as  you  leave  the  uterine  cavity 
intact  On  the  other  hand  a  slight  operation  on  the  vulva 
or  lower  part  of  the  vagina  or  uterus  is  apt  to  be  followed  by 
interruption  of  the  pregnancy. 

Not  at  all  in  the  way  of  criticism,  but  for  information,  I 
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would  like  to  enquire  concerning  the  indication  for  operation 
in  the  case  of  enlargement  of  the  ovary,  the  size  of  the 
tumour,  and  the  reason  for  removing  it.  Ovaries  do  come 
under  one's  observation  that  are  slightly  enlarged.  I  have  a 
case  under  observation  now  in  which  one  ovary  is  nearly  as 
large  as  my  fist,  but  perfectly  mobile,  and  productive  of  no 
symptoms. 

Dr.  Archibald  Church  :  Mr.  President,  I  came  here 
this  evening  by  chance  invitation,  and  had  no  idea  of  taking 
up  the  time  of  the  gentlemen,  but  I  am  glad  to  say  a  few 
words  in  regard  to  the  case  Dr.  Jaggard  has  particularly 
mentioned — a  case  of  epilepsy  apparently  due  to  derange- 
ment of  the  function  of  menstruation.  This  strikes  me  as 
being  of  great  interest,  and  I  cannot  recall  any  instance 
which  points  out  more  clearly  the  relation  which  sometimes  is 
to  be  found  between  neuroses  of  a  functional  sort,  like 
epilepsy,  and  peripheral  irritation.  There  is  no  question  in 
my  mind  that  in  the  case  cited  the  indications  for  operation 
were  clear  and  imperative,  and  under  similar  circumstances  I 
think  anyone  would  be  justified  in  proceeding  surgically  in 
this  form  of  epilepsy.  As  Dr.  Jaggard  has  said,  however, 
the  time  is  as  yet  too  short  to  decide  as  to  the  real  value  of 
the  operation  in  this  particular  instance,  though  it  certainly 
promises  to  be  a  cure.  I  did  not  understand  whether  the 
operation  had  resulted  in  causing  cessation  of  menstruation  or 
not,  or  whether  there  was  yet  a  discharge  of  blood.  Certainly 
the  periodical  susceptibility  does  recur,  as  there  is  a  tendency 
to  disturbance  of  the  nervous  system  at  intervals  correspond- 
ing to  the  menstrual  epochs.  But  if  menstruation  still  exists 
in  spite  of  the  removal  of  the  ovaries,  the  question  might  arise 
as  to  whether  removal  of  the  uterus  and  tubes  would  also  be 
indicated,  and  whether  Pean  is  justified  in  the  extensive 
operation  he  does  in  these  cases. 

I  have  seen  two  cases  of  epilepsy  which  were  associated 
with  the  menstrual  function,  coming  on  very  much  as  in  this 
patient,  but  in  which  the  convulsions  were  not  limited  so 
completely  to  the  menstrual  epoch,  and  both  of  which  termi- 
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nated  favourably  with  the  menopause ;  but  this  cannot  be 
anticipated  as  a  rule.  In  my  mind  there  is  no  question  of 
the  ability  of  irritation,  ovarian  or  uterine,  or  in  the  tubes,  to 
produce  epilepsy.  Nor  is  there  any  question,  in  my  estima- 
tion, of  the  advisability  of  operation  in  clearly  marked  cases. 

Dr.  J.  H.  Etheridge  :  It  seems  to  me  in  view  of  the  fact 
that  most  of  us  remember  the  tremendously  particular  prepa- 
rations made  ten  or  twelve  years  ago — spraying  the  room, 
using  antiseptic  precautions,  &c. — as  compared  with  the  sim- 
plicity of  the  present  method,  it  would  be  well  for  the  speaker 
of  the  evening  to  detail  a  little  in  extenso  the  technique  of  the 
operations  he  has  done  and  the  preparations  for  them. 

Dr.  Parkes  :  In  rising  to  close  the  discussion,  I  would 
express  my  thanks  for  the  favourable  manner  in  which  this 
paper  has  been  received.  My  friend  Dr.  Byford  still  will  per- 
sist in  saying  that  ovarian  tumours  united  to  the  rectum  and 
other  parts  of  the  abdomen  are  difficult  cases,  and  I  am  glad 
to  agree  with  him.  My  proposition  is  that  a  simple,  unat- 
tached ovarian  cyst  is  the  simplest  operation  I  have  ever  had 
anything  to  do  with. 

I  hope  Dr.  Lee  has  not  received  the  impression  that  I 
wished  to  assert  that  I  was  the  originator  and  the  only  man 
to  operate  before  bodies  of  men,  but  merely  that  operation 
before  a  general  class  is,  so  far  as  my  acquaintance  with  other 
cities  in  this  country  are  concerned,  an  innovation.  I  have 
seen  the  operation  done  many  times  in  the  presence  of  a  good 
many  men,  but  I  have  never  seen  it  done  in  the  presence  of 
a  large  class — from  four  hundred  to  five  hundred  students — 
and  I  know  there  are  few  institutions  where  it  is  done  as  a 
regular  thing — done  just  the  same  as  an  abscess  is  opened  or 
any  surgical  operation  is  performed. 

I  am  very  glad  indeed  that  two  of  the  gentlemen  have  sug- 
gested that  I  should  state  what  I  believe  in  reference  to  the 
technique  of  these  operations.  They  are  not  simple  at  all,  but 
are  the  most  rigorous  preparations  that  can  be  made.  I  am 
especially  pleased  to  have  the  point  of  self-infection  referred 
to  by  Dr.  Jaggard,  because  just  as  much  care  is  taken  with 
every  one  of  these  patients  as  was  ever  taken  for  operation  in 


5 1 8     Summary  of  Gyncecologyy  including  Obstetrics. 

a  private  room.  It  is  my  rule,  from  which  I  seldom  depart, 
to  have  the  patient  under  my  close  inspection  and  control 
three  days  before  the  operation,  and  during  that  time  I  try  to 
disinfect  the  intestinal  tract  as  possibly  a  source  of  self-infec- 
tion. The  patient  is  given  freely  of  cathartics,  and  the  intes- 
tines are  emptied  out  entirely  in  every  way  by  injections  until 
the  abdomen  is  as  flat  as  it  can  be  made,  and  by  this  means 
the  intestines  are  kept  out  of  the  way  during  the  operation, 
which  is  very  important.  Every  operator  knows  that  when 
the  intestines  are  full  or  distended  with  gas  it  is  the  most 
troublesome  thing  in  the  world  to  get  them  out  of  the  way. 
The  patient  is  put  in  bed  and  kept  in  bed,  and  I  think  that  is 
important.  She  is  given  a  full  bath  of  the  entire  body  the  first 
day  before  going  to  bed,  and  when  she  goes  to  bed  all  the 
hairy  surfaces  are  shaven  close,  and  then  a  special  wash  is 
given  over  the  abdomen  and  genitalia;  this  consists  of  three  or 
four  washes  with  soap  and  water,  particular  attention  being 
paid  to  the  umbilicus.  This  is  very  important  and  should  be 
done  regularly.  The  line  of  the  incision  is  washed  with  ether, 
and  there  is  applied  to  the  surface  of  the  abdomen,  the  night 
before  the  operation,  a  compress  of  2^^  per  cent,  solution  of 
carbolic  acid  covered  with  an  impervious  dressing,  and  this  is 
left  on  until  the  abdomen  is  uncovered  for  the  operation.  Not 
only  is  that  done,  but  the  vagina  also  is  prepared  with  the 
bichloride  douche,  which  is  followed  by  one  of  sterilized 
water.  The  vagina  is  irrigated,  not  only  for  the  purpose  of 
getting  rid  of  anything  that  may  be  a  source  of  infection 
through  the  vagina  or  vulva,  but  to  prepare  it  for  interfer- 
ence if  necessary  to  enter  it  for  any  purpose  during  the 
operation.  The  instruments  are  all  specially  prepared.  I 
believe  in  having  a  large  number  of  them  at  hand,  so  as  to 
be  prepared  for  anything.  The  instruments  are  prepared  by 
being  boiled  thoroughly  in  water  until  everything  is  dead. 
They  are  prepared  each  time  and  are  used  for  nothing  else ; 
that  is  another  thing — I  do  not  think  these  instruments  should 
be  used  for  all  sorts  of  operations.  I  have  the  same  assistants 
— with  the  exception  of  the  interne,  who  is  always  an  assistant 
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— about  the  case,  and  they  are  trained  in  the  preparation  of 
themselves,  which  consists  in  their  washing  with  soap  and 
water  and  scrubbing  brush,  then  with  antiseptic  solutions,  then 
with  soap  and  water,  afterwards  covering  the  clothing  with  a 
gown  so  that  the  clothing  is  not  brought  into  contact  with  the 
patient  at  the  time  of  operation.  The  patient  is  wound  with 
blankets  passing  about  the  shoulders  and  legs,  leaving  exposed 
to  view  only  the  surface  of  the  abdomen.  All  these  parts  are 
covered  with  clean  dry  towels  first,  then  by  towels  wet  in  a 
2^  per  cent,  solution  of  carbolic  acid.  I  do  not  believe  the 
wet  towel  should  be  brought  in  contact  with  the  patient's  body, 
as  I  think  it  increases  the  shock.  You  know  it  is  a  personal 
matter  with  me  to  prepare  the  patient  as  to  shock.  I  believe 
quinine  and  morphine  are  of  benefit,  so  all  my  patients  re- 
ceive five  grains  of  quinine  and  one  quarter  of  a  grain  of 
morphine. 

I  was  glad  to  hear  Dr.  Holmes  speak  of  the  incision.  I 
believe  in  a  small  incision  and  I  believe  in  a  large  one.  I 
believe  when  one  gets  accustomed  to  working  he  can  do  the 
work  through  a  small  incision,  but  a  novice  will  need  a  large 
incision.  Another  thing  of  importance  is  that  the  peritoneum 
should  not  be  disturbed  much ;  the  intestines  should  always 
be  kept  well  out  of  the  way  and  never  allowed  to  come  into 
the  wound,  if  possible  to  avoid  it — and  in  the  majority  of 
cases  it  is  possible — and  the  field  of  operation  is  perfectly 
under  the  control  of  the  operator.  I  believe  that  adhesions 
should  never  be  torn  or  severed  until  they  can  be  seen.  I 
think  a  great  deal  of  the  bleeding  that  bothers  surgeons 
comes  from  the  fact  that  they  cannot  see  what  they  are 
doing. 

I  believe  I  have  gone  over  i7i  extenso  all  I  can  say.  Of 
course,  the  silks,  the  sponges,  and  everything  else  that  is  used 
should  be  prepared  according  to  the  best  rules  that  are  given 
with  reference  to  making  them  perfectly  aseptic.  I  never 
allow  an  assistant  to  put  his  hands  or  an  instrument  into  the 
peritoneal  cavity  unless  I  direct  him  to  do  so ;  I  keep  every- 
thing out  of  the  peritoneal  cavity  as  far  as  possible.     It  is 
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proper  for  me  to  say  that  no  antiseptic  solutions  are  ever  in- 
troduced into  the  peritoneal  cavity,  even  when  pus  is  present, 
other  than  sterilized  water  or  a  mild  solution  of  boric  acid. 


Typhlitis  with  Recovery  by  Perforation  into  the  Rectum. 

Dr.  Bayard  Holmes  :  My  specimen  does  not  bear  upon 
the  paper  of  the  evening,  but  is  of  some  interest.  It  is  from  a 
post-mortem  I  made  to-day,  and  it  may  be  interesting  from  a 
diagnostic  point  of  view.  This  is  the  rectum  cut  open,  this  is 
a  part  of  the  ascending  colon,  connected  with  the  rectum  by 
the  vermiform  appendix  three  and  one-half  inches  long;  just 
beneath  is  the  ureter  running  to  the  right  kidney,  and  here, 
still  lower,  are  the  iliac  vessels.  The  appendix  is  open  from 
the  caecum  up  to  its  middle  point,  and  from  the  rectum  up  to 
the  same  point,  but  nothing  will  pass  through  beyond  that. 
We  accidentally  tore  it  here  in  getting  out  a  calculus  which 
lay  half-way  between  the  stricture  and  the  rectum.  This 
ureter,  as  you  see,  is  enormous  in  size.  The  pelvis  of  the 
kidney  was  dilated,  and  the  kidney  had  undergone  a  peculiar 
degeneration.  This  specimen  is  of  no  direct  interest  to  you 
except  as  it  shows  how  a  typhlitis  may  end  spontaneously. 
Besides  making  an  abscess  outward,  it  may  end  by  perforation 
into  any  viscus,  into  the  peritoneal  cavity,  or  into  the  connec- 
tive tissue  spaces  about.  Suppose  there  was  no  abscess,  it 
might  have  perforated  into  the  ureter,  into  the  iliac  vein  or 
artery,  or  it  might  have  perforated  into  the  bladder  or  rectum, 
and  in  a  woman  might  perforate  into  the  uterus  ;  and  in  the 
case  of  perforation  into  the  peritoneal  cavity  it  might  produce 
an  abscess  only,  or  might  produce  general  septic  peritonitis. 
It  might  perforate  into  the  connective  tissue  spaces,  into  the 
abdominal  wall  and  pelvic  floor,  or  show  itself  in  any  other 
part  of  the  body  where  the  tissues  are  connected.  I  exhibit 
it  because  I  think  it  is  of  some  diagnostic  importance.  You 
might  have  a  tumour  resulting  from  typhlitis  by  dilatation  of 
the  ureter,  impaction  behind  the  constricted  rectum  or  small 
intestine,  or  aneurism  of  the  iliac  artery.     It  might  be  im- 
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portant  to  distinguish  any  one  of  these  from  ovarian  tumour. 
Typhlitis  must  be  considered  when  symptoms  of  pelvic  in- 
flammation are  present  and  when  pyo-nephrosis  is  diag- 
nosticated. 


TRANSACTIONS  OF  THE  AMERICAN   GYNECOLOGICAL 
SOCIETY. 

September,  1889. 

A   New  Method  of  Treating  tJte  Stump  in  Abdominal  Hys- 
terectomy.   By  Henry  T.  Byford,  M.D.,  Chicago. 

An  ideal  method  of  treating  the  stump  in  all  cases  of 
abdominal  hysterectomy  has  not  yet  been  discovered,  and 
probably  never  can  be.  Each  case  will  require  the  employ- 
ment of  a  method  adapted  to  the  character  and  relations  of 
the  tumour. 

A  small  stump,  composed  of  normal  cervical  or  uterine 
tissue,  may  sometimes  be  safely  treated  after  Schroeder's  intra- 
peritoneal method,  or  by  the  silk  ligature  and  the  cautery. 
The  application,  however,  of  the  intra-peritoneal  method  to 
all  cases  has  led  (and  must  lead)  to  occasional  disaster. 

Extra-peritoneal  treatment  of  the  stump  by  ventral  fixa- 
tion has  proven  such  a  safe  and  simple  way  of  extricating  the 
operator  from  the  toils  of  a  difficult  and  dangerous  operation, 
that  it  has  found  almost  universal  favour.  It  was  the  original 
method  of  Koeberle,  and  will  continue  to  be  the  only  safe  one 
in  many  cases  with  large  stumps,  or  stumps  composed  of  in- 
durated or  otherwise  unhealthy  uterine  tissue.  The  main 
objections  to  it  seem  to  be  the  unnatural  fixation  of  the  cervix 
to  the  abdominal  walls,  the  slowness  of  the  recovery,  and  the 
danger  of  a  subsequent  fistula  or  hernia  remaining.  These 
difficulties  are  partially  met  by  Zweifel's  modification  of 
Wolfler's  extra-peritoneal  method.  In  Kelly's  improved 
modification  there  would  appear  to  be  a  liability  of  the 
superficial  sutures  to  suppurate,  and  a  tedious  convalescence 
attending  the  closure  of  the  granulating  pit.    All  of  these 
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modifications,  however,  lack  the  simplicity  and  rapidity  of 
execution  belonging  to  the  use  of  the  clamp  or  elastic  ligature, 
are  therefore,  in  some  respects  inferior,  and  cannot  entirely 
supersede  them. 

Another  method  of  treatment  of  the  stump  is  by  vaginal 
fixation.  Meinert^  suggested  it,  and  others  after  him  have 
recommended  it,  but  no  case,  so  far  as  I  know,  has  been 
recorded  in  which  it  was  successfully  employed.  He  recom- 
mended turning  the  stump  into  the  vagina  through  an  inci- 
sion into  the  recto- vaginal  cul-de-sac.  The  objections  would 
be  the  difficulty  of  access  to  the  cul-de-sac,  the  necessity  cf 
separating  the  bladder  so  as  to  prevent  traction,  and  the 
obstacles  that  might  be  encountered  in  cutting  off  the  end  of 
the  cervix  in  case  sloughing  should  occur  and  septicaemia 
follow.  The  raw  surface  left  by  the  separated  bladder  could 
not  be  easily  covered  by  peritoneum,  and  thus  an  extra  raw 
surface  would  be  left  for  the  peritoneal  cavity  to  manage. 

There  remains  one  other  method,  a  variety  of  vaginal  fixa- 
tion, which  has  not,  I  believe,  either  been  suggested,  recom- 
mended, or  employed,  except  in  the  case  I  am  about  to 
report.  I  adopted  it,  however,  not  because  it  was  different 
from  Meinert's,  for  I  did  not  know  (when  I  conceived  it)  that 
vaginal  fixation  had  ever  been  thought  of  To  avoid  an 
unnatural  ventral  fixation,  I  turned  the  stump  into  the  vagina 
and  choose  a  procedure  which  seemed  to  me,  and  still  seems, 
the  most  direct  and  best  one  for  the  purpose.  It  consists  in 
sewing  up  the  short  stump  somewhat  after  Schroeder's  manner, 
separating  the  bladder  from  the  uterus,  opening  the  anterior 
fornix  near  the  cervix,  turning  the  stump  forward  into  the 
vagina,  and  fixing  it  there  by  a  pedicle-pin  introduced  from 
the  vaginal  side,  and  a  small  gauze  tampon  placed  in  front 
and  over  it.  By  separating  a  flap  of  peritoneum  from  the 
posterior  surface  of  the  stump  before  trimming  it  and  intro- 
ducing the  stitches,  and  introducing  them  under  it,  this  flap 
may  be  united  to  the  vesical  peritoneum,  and  the  peritoneal 

*  Schroeder  :  Krankheiten  der  weiblichen  Geschlectsorg. 
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cavity  be  protected  from  the  stump.  In  case  a  rapid  opera- 
tion be  desirable,  the  pedicle  may  be  included  in  a  clamp  or 
rubber  ligature,  and  turned  forward  into  the  vagina  without 
suturing.  When  sloughing  commences,  the  clamp  or  ligature 
and  sloughing  tissue  can,  if  necessary,  be  cut  off  by  the  aid  of 
a  Sims'  speculum.  I  recite  the  following  case  as  an  illustra- 
tion of  the  possibilities  of  this  method  : 

Miss  Emma  B.,  servant  girl,  aged  forty  years.  Fibroid 
tumour  of  corpus  and  cervix  uteri,  extending  into  left  broad 
ligament  so  as  to  fill  the  true  pelvis.  The  tumour  was  grow- 
ing and  the  suffering  increasing,  so  as  to  render  her  miserable 
and  unfit  for  her  work.  She  was  highly  anaemic  and  despon- 
dent, although  the  menorrhagia  was  only  moderate.  Ergot 
was  tried  for  a  short  time  with  the  result  of  increasing  the 
suffering  without  arresting  the  growth.  The  low  situation 
and  lateral  development  made  it  probable  that  I  would  have 
difl[iculty  in  treating  the  pedicle  by  ventral  fixation.  Hence 
I  resolved  to  enucleate  the  projecting  portion  from  its  broad 
ligament  bed,  and  finish  the  operation  according  to  the  new 
procedure  I  have  indicated. 

I  succeeded  in  enucleating  the  tumour  from  the  broad  liga- 
ment and  separating  the  bladder  so  as  to  apply  the  elastic 
ligature  to  the  cervix,  not,  however,  without  having  wounded 
the  uterine  artery  on  the  side  of  the  enucleation  too  far  from  the 
cervix  to  be  included  in  the  circle  of  the  tubing.  The  shortness 
of  the  stump  above  the  tube,  and  the  proximity  of  the  wound 
in  the  uterine  artery  to  the  left  ureter,  made  it  impossible  for  me 
to  sew  up  the  stump  as  securely  as  I  wished.  After  opening  into 
the  vagina  through  the  anterior  fornix,  I  placed  a  pair  of  haemo- 
static forceps  on  the  base  of  the  left  broad  ligament,  from  the 
vagina  in  such  a  manner  that  the  upper  blade  was  in  the  perito- 
neal cavity  and  the  lower  entirely  within  the  vagina.  As  the 
stump  was  not  sewed  as  securely  as  desirable,  and  as  some 
necrosis  and  infection  must  result  from  the  forcipressure,  I 
left  the  rubber  ligature  on  the  cervix  and  easily  turned  the 
stump  with  the  tubing  into  the  vagina  by  means  of  cervical 
sutures  left  long  for  that  purpose.  I  found  it  impracticable 
to  shut  off  the  peritoneal  cavity  completely  from  the  stump, 
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since  a  small  surface  of  rubber  tubing  lying  across  the  pos- 
terior surface  of  the  cervix,  as  well  as  the  upper  blade  of  the 
forceps,  must  remain  within.  I  therefore  stuffed  a  little  iodo- 
form gauze  between  the  anterior  wall  of  the  bladder  and  the 
stump,  to  drain  that  space,  after  having  put  a  glass  drainage- 
tube  into  the  cul-de-sac  from  above. 

I  removed  the  forceps  and  the  gauze  on  the  next  day. 
The  general  peritoneal  cavity  was  promptly  shut  off  from  the 
stump  and  its  surroundings.  No  unusual  symptoms  occurred, 
notwithstanding  the  fact  that  I  had  searched  the  entire  ab- 
dominal cavity  twice  over  at  the  end  of  the  operation  for 
a  sponge  reported  lost,  and  even  yet  not  accounted  for. 
Highest  temperature  was  102.  8°  R,  observed  only  once,  on 
the  fourth  day.  On  this  day  I  introduced  Sims'  speculum 
and  found  the  stump  perfectly  movable,  but  involved  in  de- 
composition. I  pulled  it  down  slightly  by  the  ligatures, 
removed  the  rubber  tubing,  and  cut  off  the  stump  at  the 
point  of  constriction.  At  the  next  dressing  the  abdominal 
drainage  tube  formed  a  communication  with  the  vaginal 
opening.  The  day  after,  I  removed  the  glass  tube  and  passed 
a  rubber  tube  through  from  the  abdominal  opening  into  the 
vagina,  both  for  drainage  and  irrigation ;  by  the  tenth  day 
the  odour  could  no  longer  be  noticed,  and  the  temperature 
ranged  between  99°  F.  and  100°  F.  A  small  slough  was 
passed  March  15th,  one  month  after  the  operation,  without 
symptoms.  The  patient  left  the  hospital  soon  after,  entirely 
well  except  that  a  small,  rapidly  contracting,  fistulous  opening 
led  from  the  abdominal  walls  into  the  vagina.  The  location 
of  the  cervix  was  a  comfortable  and  natural  one,  although  in 
a  somewhat  more  than  abnormally  anteverted  position. 

As  the  patient  received  permission  to  return  to  my  office 
and  to  enter  the  hospital  if  the  fistula  did  not  heal  promptly. 
I  infer  that  it  has  healed.  She  went  back  to  her  old  place  to 
work  for  a  living. 

Although  my  success  in  the  case  related  was,  I  think, 
quite  satisfactory,  when  the  large  bed  of  the  tumour  remain- 
ing in  the  left  broad  ligament  and  the  shortness  of  the  stump 
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are  considered,  I  would  hardly  advise  any  one  to  leave  in  the 
rubber  tubing  except  in  case  of  necessity.  Rather  than  leave 
the  ligature  to  cause  extensive  necrosis  in  another  case  like 
this  one,  I  would  put  a  pair  of  haemostatic  forceps  on  each 
broad  ligament,  and  immediately  remove  the  whole  cervix,  as 
has  been  done  by  Dr.  Mary  Dixon  Jones ;  but  I  can  see  no 
ground  for  removing  the  cervix,  which  is  the  keystone  of  the 
pelvic  roof-structure,  when  the  sutured  stump  can  be  treated 
extra-peritoneally  in  the  vagina. 

Note. — I  have,  since  writing  this  paper,  operated  simi- 
larly, but  without  leaving  the  elastic  ligature,  and  without 
sloughing.     The  cure  was  rapid  and  most  satisfactory. 
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CORRESPONDENCE. 

NEALE'S  MEDICAL  DIGEST  OR  BUSY  PRACTITIONER'S 
VADE  MECUM. 

To  the  Editor  of  the  British   Gynacological  Journal. 

Sir, — It  is  proposed  to  publish  during  the  coming  year  a  new 
edition  of  the  above  work,  entirely  re-arranged  and  revised,  com- 
bining in  one  volume  the  records  of  the  past  fifty  years,  bringing  it 
up  to  the  end  of  1890.  At  least  three  to  four  hours'  labour  daily 
on  an  average  have  been  expended  upon  the  book  to  bring  it  to  its 
present  stage. 

The  "  Digest "  affords  to  those  engaged  in  literary  work  a  most 
ready  and  valuable  means  of  reference,  while  to  the  busy  practitioner 
in  his  daily  and  hourly  practice  it  is  invaluable,  for  he  has  only  to 
consult  the  work  with  ordinary  intelligence  when,  without  the  aid 
of  a  single  journal  to  which  reference  is  made,  he  at  once  finds 
information  as  to  the  cause  of  many  symptoms  that  may  puzzle 
him.,  as  well  as  suggestions  that  may  have  escaped  his  memory,  or 
may  have  never  come  under  his  notice.  The  cost  of  issuing  so 
peculiar  a  work  is  too  large  to  justify  me  in  incurring  the  expense 
without  an  assurance  that  it  will  be  acceptable  to  the  profession. 

The  book  extending  to  1,200  or  1.300  pages  will  be  issued  at 
los.  6d.  a  copy,  post  free  in  the  United  Kingdom,  about  June,  1891, 
to  those  gentlemen  willing  to  take  one  or  more  copies,  and  who  at 
once  forward  their  names  on  a  post  card  to  my  address. 

I  am,  &c., 

Richard  Neale,  M.D.,Lond. 

60,  Boundary  Road,  South  Hampstead,  N.W. 

*^*  We  can  safely  advise  our  readers  to  contribute  to  this  work.  It  fulfils  all 
and  more  than  the  author  claims  for  it. — Ed.  B.  G.J. 
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THE  BRITISH  GYNECOLOGICAL  SOCIETY. 

Wednesday,  November  12,  1890. 

C.  H.  F.  ROUTH,  M.D.,  President,  in  the  Chair. 

Present:  33  Fellows,  5  Visitors. 

Dr.  Rasch  showed  a  very  interesting  specimen  removed 
that  day  from  a  young  woman  who  had  been  admitted  a  fort- 
night previously  into  the  German  Hospital  under  his  care 
for  uncontrollable  vomiting  of  pregnancy.  It  was  a  double 
vagina  and  uterus  duplex,  of  which  the  right  half  presented 
a  fluctuating  tumour  corresponding  in  size  to  about  three 
months  of  pregnancy.  He  heard  after  death  that  the  patient 
had  previously  been  in  the  London  Hospital  on  account  of 
the  sickness,  but  nothing  had  proved  of  avail  and  she  had 
been  quite  unable  to  keep  anything  down.  Since  her  admission 
they  had  tried  everything  they  could  think  of  and  as  her 
emaciation  and  weakness  seemed  to  threaten  life,  the  sound 
was  passed  to  induce  premature  labour.  The  patient  was 
twenty  years  of  age  and  it  was  her  first  pregnancy.  Five  days 
before,  jaundice  had  developed  and  he  began  to  think  that  he 
had  to  do  with  a  case  of  acute  atrophy  of  the  liver,  the  more 
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so  as  he  thought  he  could  make  out  a  shrinking  of  the  liver. 
The  last  menstrual  period  was  three  and  half  months  before. 
Unfortunately  the  condition  of  the  patient  was  such  that  she 
died  from  collapse.  The  ovum  was  found  in  the  vagina. 
Post-mortem  they  found  that  the  liver  was  not  so  much 
smaller  as  they  had  thought,  and  it  was  with  some  difficulty 
that  they  had  been  able  to  obtain  the  rare  and  interesting 
specimen. 

Dr.  Heywood  Smith  asked  how  soon  after  concep- 
tion the  sickness  had  supervened  (Dr.  Rasch  :  Five  weeks), 
also  whether  Dr.  Rasch  could  tell  them  what  remedies 
had  been  tried  at  the  London  Hospital  while  the  patient  was 
under  treatment  there.  He  asked  whether  simple  dilata- 
tion of  the  cervix  had  been  tried  and  as  to  the  actual  cause  of 
death. 

Dr.  Grigg  asked  whether  there  were  any  signs  of  peri- 
tonitis or  septic  poisoning,  also  as  to  the  pulse  and  tempera- 
ture during  the  five  days  previously. 

Dr.  Rasch  replied  that  the  patient  was  in  the  hospital  a 
fortnight  and  from  the  first  her  condition  was  very  precarious, 
so  exhausted  was  she.  The  pulse  was  quick  and  intermittent. 
The  urine  had  been  examined  and  contained  little  or  no 
albumen.  The  temperature  was  subnormal  97,  F.  They 
had  tried  injections  of  morphia  and  then  menthol,  but  nothing 
did  any  good.    No  peritonitic  nor  septic  symptoms. 

Dr.  Heywood  Smith  in  view  of  the  peculiar  interest  of 
the  case,  asked  that  the  specimen  might  be  left  in  the  hands 
of  the  Society,  and  that  full  details  of  the  case  should  be 
supplied  especially  in  regard  to  the  various  remedies  that  had 
been  tried. 

Dr.  Rasch  said  he  would  be  happy  to  place  the  specimen 
at  the  disposal  of  the  Society  and  promised  to  bring  the  case 
before  the  Society  in  a  complete  form  at  some  future  time. 

Dr.  Grigg  showed  the  vagina  and  uterus  removed  from 
a  patient  who  had  died  at  the  Queen  Charlotte's  Hospital 
on  November  3rd.  She  was  married  and  had  been  pregnant 
eight  times  having  had  five  children  at  term  alive.     The  last 


Grigg  on  Puerperal  Abscess.  531 

had  been  delivered  by  the  aid  of  instruments.  Labour  came 
on  on  the  26th  October.  She  was  31  hours  in  the  first  stage 
and  24  hours  in  the  second.  He  mentioned  that  she  had  last 
menstruated  at  the  end  of  December  and  the  pregnancy  had 
lasted  therefore  close  on  ten  months.  At  the  end  of  the  ninth 
month  she  had  labour  pains  which  passed  off.  As  labour  did 
not  progress  satisfactorily  her  medical  attendant  put  her  under 
chloroform  and  applied  instruments,  calling  in  the  assistance 
of  a  professional  friend.  As  he  was  unable  to  complete  delivery 
the  woman  was  sent  on  to  the  hospital  where  she  was  ad- 
mitted on  the  28th  October.  When  he  saw  her  he  found  the 
child's  head  presenting  in  the  conjugate  diameter.  It  was 
evidently  a  large  child.  The  patient  herself  was  a  weakly 
woman  with  a  feeble  pulse.  He  at  once  applied  Simpson's 
forceps  and  turned  the  head  into  the  first  position  and 
delivery  was  affected  without  any  difficulty.  That  was  the 
more  surprising  seeing  that  the  child  weighed  1 1  lbs.  2  ounces 
and  the  conjugate  diameter  was  3^  and  the  traverse  4^. 
That  was  a  good  example  of  what  could  be  done  in  the 
matter  of  turning  the  head  from  an  abnormal  into  a  normal 
position  in  spite  of  the  assertion  of  some  eminent  obstet- 
ricans  that  it  was  impossible.  There  was  more  difficulty 
in  delivering  the  shoulders  than  the  head.  The  patient 
almost  collapsed  under  the  chloroform  and  during  the  first 
24  hours  she  was  troubled  by  sickness.  There  was  no  rise  of 
temperature  until  the  2nd,  when  grave  symptoms  set  in  with 
sickness,  dyspnoea,  and  prostration,  together  with  a  rise  of 
temperature,  and  she  died  at  2  a.m.  on  Nov.  3rd.  Dr.  Allchin 
had  performed  the  post-mortem  examination  nine  hours  after 
death,  and  reported  as  follows  : — "  The  intestines  were  matted 
together  and  there  were  signs  of  old  and  recent  peritonitis. 
The  viscera  and  the  lower  half  of  the  intestines  were  matted 
together  by  lymph,  not  recent,  but  recently  broken  down,  of 
a  greyish  black  colour  with  very  little  appearance  of  increased 
vascularity  of  the  peritoneum.  Just  outside  the  utero-vesical 
fold  of  peritoneum  there  was  a  hole  large  enough  to  admit  the 
tip  of  the  finger,  around  which  the  peritoneum  was  very  much 
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thickened.  This  hole  allowed  of  a  communication  between 
the  peritoneum  cavity  and  an  old  abscess  cavity  behind  the 
peritoneum.  This  cavity  moreover  communicated  with  the 
vagina  by  what  seemed  to  be  an  old  tear.  The  whole  cavity 
was  covered  with  a  shreddy  flocculent  material.  Nothing 
abnormal  was  noted  in  the  cavity  of  the  uterus.  On  intro- 
ducing the  finger  through  the  aperture  in  the  vagina  it  passed 
into  the  cavity  behind  the  caecum  and  not  into  the  Douglas' 
pouch  nor  into  the  broad  ligament.  This  abscess  cavity  was 
filled  with  a  very  offensive  fluid,  but  strange  to  say  the  wo- 
man, neither  at  the  time  of  the  operation  nor  afterwards  had 
any  offensive  discharge,  in  spite  of  the  fact  that  the  abscess 
cavity  communicated  v/ith  the  peritoneal  cavity  and  with  the 
vagina.  She  lived  seven  days  after  delivery.  When  she  had 
rallied  from  the  effects  of  the  chloroform  she  declared  herself 
as  feeling  quite  comfortable  and  continued  so  for  six  days. 
This  was  the  third  of  a  series  of  cases  he  had  met  with  in 
which  women  who  had  had  peritoneal  mischief  of  some 
standing  who  had  been  admitted  to  the  hospital  without 
presenting  any  signs  at  all  of  their  condition,  who  had  died 
shortly  after  delivery,  and  in  whom  upon  post-mortem  ex- 
amination the  abdomen  had  been  found  more  or  less  filled 
with  pus.  This  patient's  heart  was  fatty  and  there  was  an 
enormous  dilatation  of  the  pelvis,  of  the  kidney,  and  ureter, 
but  there  was  no  pus  present  and  no  stone  was  found  to 
account  for  this  condition.  It  was  the  right  kidney,  being 
the  same  side  as  the  abscess.  He  always  used  J^,ooo  irriga- 
tions of  perchloride  of  mercury  after  delivery  for  two  days 
twice  a  day.  In  his  opinion  the  abscess  was  due  to  injury  at 
her  last  pregnancy  when  she  was  delivered  with  forceps. 

Adjourned  Discussion  on  Mr.  Jessetfs  Paper  on  "  Some 
Observations  on  certain  forms  of  Intestinal  Obstruction 
and  their  Treatment^ 

Mr.  JESSETT  introduced  the  discussion  by  alluding  to  the 
importance  of  replacing  the  omentum  over  the  intestines 
in  all  cases  of  abdominal  section,  as  he  had  found  in  all  his 
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experiments  and  in  every  post-mortem  he  had  had  the  op- 
portunity of  seeing,  after  an  abdominal  operation  that  either 
the  omentum  or  some  part  of  the  intestines  was  adherent  to 
the  parietal  wound.  He  referred  to  a  case  recorded  by  Dr. 
Dalton,  of  St.  Louis,  in  which  that  gentleman  had  per- 
formed laparotomy  in  a  case  of  an  acute  appendicitis.  The 
patient  recovered,  but  in  about  a  year  afterwards  he  returned 
with  a  large  ventral  hernia.  Dr.  Dalton  then  made  an  inci- 
sion in  the  site  of  the  original  wound,  holding  the  cicatrix 
well  up  as  he  supposed  from  the  intestines ;  when  the  knife 
entered  what  he  took  to  be  the  peritoneal  cavity,  he  found 
he  had  cut  directly  into  the  intestine  which  was  adherent 
to  the  entire  length  of  the  cicatrix.  Mr.  Jessett  next 
referred  to  a  case  of  his  own,  on  which  there  was  a  fascal 
fistula,  and  the  small  intestines  were  found  to  be  matted 
together.  He  was  fortunate  enough  to  be  enabled  to  remove 
the  portion  of  the  intestine  in  which  the  fistula  existed,  and 
to  untie  the  divided  end  by  means  of  approximation  plates, 
and  so  restored  the  continuity  of  the  bowel,  the  patient 
making  a  good  recovery.  He  also  referred  to  a  somewhat 
similar  case  reported  to  him  by  Dr.  Burton,  of  Liverpool,  in 
which  a  faecal  fistula  existed  into  the  vagina  following  on 
haematocele.  Dr.  Burton  operated  and  found  the  intestines 
matted  together  in  the  pelvis.  He,  however,  was  enabled  to 
separate  them,  and  then  divided  the  ileum  on  the  proximal 
side  of  the  fistula,  invaginated  the  divided  ends  and  fastened 
the  upper  portion  to  the  ascending  colon  by  means  of  approxi- 
mation discs.  This  patient  made  a  good  recovery.  Mr. 
Jessett  then  proceeded  to  give  a  demonstration  of  the  method 
of  applying  the  plates,  and  showed  specimens  in  which  union 
of  the  intestine  had  been  procured  by  him  in  his  experiments. 
Dr.  Bantock  said  he  had  moved  the  adjournment  of  the 
discussion  on  a  previous  occasion  more  from  the  desire  to  give 
Mr.  Jessett  an  opportunity  of  eliciting  a  discussion  than  for 
the  purpose  of  offering  any  remarks  of  his  own,  for  the  sub- 
ject was  one  in  which  he  had  had  no  experience.  There  were, 
however,  one  or  two  points  respecting  which  he  would  like  to 
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say  something.  For  instance,  Mr.  Jessett  had  alluded  to  the 
desirability  of  placing  the  omentum  well  over  the  intestines 
in  order  to  prevent  them  contracting  adhesions  to  the  wound, 
in  favour  of  which  view  he  had  mentioned  that  in  a  number 
of  cases  of  post-mortem  not  only  the  intestines  but  the 
omentum,  had  been  found  connected  to  the  wound.  That, 
however,  was  not  invariably  the  case,  for  he  himself  had 
operated  a  second  time  in  several  cases  without  finding  any 
evidence  of  such  adhesions.  When  one  made  a  post-mortem 
examination  one  was  likely  to  find  adhesions  between  the 
intestines  or  the  omentum  and  the  wound,  but  that  was  a 
morbid  condition,  and  in  the  majority  of  cases  that  recovered 
he  did  not  believe  that  it  occurred  at  all.  In  cases  of  ventral 
or  umbilical  hernia  one  always  found  omentum  or  something 
adherent  to  the  hernial  sac ;  that  was  the  result  of  the  pressure. 
It  might  also  occur  when  care  was  not  taken  to  approximate 
the  edges  of  the  peritoneal  surface  of  the  wound.  How  far 
Mr.  Jessett  might  be  right  in  suggesting  that  the  omentum 
should  always  be  placed  between  the  intestines  and  the  wound 
he  could  not  say,  but  it  did  not  follow  that  when  there  was  no 
omentum  between  that  the  intestines  would  necessarily  adhere 
to  the  wound.  Then  again,  he  was  not  clear  in  his  mind  as 
to  the  way  in  which  the  sutures  were  to  be  applied.  He  had 
hoped  that  Mr.  Jessett  would  have  made  this  clearer.  Looking 
at  the  illustrations  he  could  see  quite  well  how  the  first  three 
could  be  tied,  but  as  to  the  fourth  he  could  not  understand 
how  it  could  be  tied  without  leaving  the  knot  on  the  peritoneal 
aspect.  He  had  examined  the  illustrations  carefully,  but 
could  make  nothing  of  them  so  far  as  this  point  was  con- 
cerned. 

Dr.  Bedford  Fen  wick  said  the  subject  was  one  that  Mr. 
Jessett  had  made  peculiarly  his  own,  and  there  were  few  who 
could  speak  with  authority  on  the  subject  besides  himself. 
Some  points,  however,  were  of  interest  to  general  surgeons. 
With  reference  to  the  point  raised  by  Dr.  Bantock  as  to  ad- 
hesions between  intestines  and  the  wound  after  abdominal 
operations,  he  said  that  he  had  seen  a  good  many  abdominal 
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operations  in  the  post-mortem  room,  and  he  had  been  struck 
with  the  great  frequency  of  adhesions  of  the  intestines  to  the 
abdominal  wound.  It  had  always  seemed  to  him  that  Dr. 
Bantock's  explanation  was  the  correct  one — viz.,  that  they 
were  cases  in  which  a  large  amount  of  plastic  inflammation 
had  taken  place  giving  rise  to  the  adhesions,  for  in  these  cases 
one  nearly  always  found  adhesions  of  the  intestines  to  each 
other  as  well  as  to  the  parieties.  It  was  not  therefore  a  natural 
consequence  of  such  operations,  but  only  occurred  presumably 
in  cases  in  which  there  had  been  unusual  effusion  as  the 
result  of  inflammation.  He  referred  to  the  cases  in  which 
after  abdominal  operations  without  any  wound  of  the  intes- 
tines a  faecal  fistula  occurred  into  the  vagina.  He  had  an 
opportunity  some  years  ago  of  making  a  post-mortem  in  a 
case  in  which  this  had  occurred,  and  he  found  the  intestines 
completely  adherent  to  the  abdominal  wound,  and  there  was 
a  small  fragment  of  silk  suture  left  in  the  wound,  and  he  sug- 
gested that  the  irritation  set  up  the  abscess  in  the  peritoneum, 
and  that  this  cavity  communicated  directly  with  the  opening 
in  the  intestine.  That  seemed  to  explain  the  by  no  means 
unfrequent  cases  in  which  faecal  fistula  followed  abdominal 
operations. 

Dr.  PURCELL  said  he  had  been  privileged  to  assist  at  most 
of  these  cases,  which  were  very  remarkable  and  very  successful. 
He  was  pleased  to  hear  from  gynaecological  and  abdominal 
surgeons  that  the  accident  which  the  operation  was  brought 
forward  to  overcome  was  not  of  frequent  occurrence  in  their 
practice,  but  unfortunately  in  his  own  line  of  practice  "in 
cancer  of  the  intestines,"  which  was  the  condition  with  which 
they  had  most  frequently  to  deal,  up  to  the  present  time 
there  had  been  no  remedy  whatever.  Fortunately  in  cancer 
of  the  pylorus,  by  the  method  that  had  been  propounded  by 
the  author  of  the  paper  and  by  Mr.  Senn,  they  were  enabled 
to  form  a  very  good  passage  between  the  jejunum  and  the 
stomach,  and  the  same  method  was  applicable  to  cases  of 
cancer  of  other  portions  of  the  intestines.  The  whole  of  the 
diseased  portion  could  be  cut  away  and  the  disease  removed, 


536  The  British  GyncBcological  Society. 

the  ends  of  the  bowel  invaginated  and  the  continuity  of  the 
bowel  restored  by  the  application  of  the  bone  plates.  The 
operation  was  as  simple  as  it  had  proved  successful.  The 
time  occupied  in  doing  the  whole  operation  as  proposed  was 
not  more  than  twenty  minutes  or  half  an  hour.  The  only 
thing  that  was  absolutely  necessary  was  to  unite  the  bowel 
by  these  four  sutures,  connecting  the  two  bone  plates.  Of 
course,  if  the  portion  of  the  gut  was  removed  then  the 
operation  took  somewhat  longer,  but  not  much.  The  tying 
of  the  four  sutures  was  very  simple,  the  lower  one  was 
done  first,  beginning  from  below — i.e.^  they  tied  the  lower 
one  at  the  lower  side  of  the  incision,  then  the  two  end  ones 
were  tied,  and  lastly  the  top  one,  all  of  which  brought 
the  plates  well  into  apposition.  In  doing  this  the  fingers 
of  the  assistant  were  of  most  material  assistance,  they  kept 
the  plates  together  while  the  knots  were  being  tied.  Having 
brought  them  well  together  and  fixed  them  the  operation  was 
virtually  over.  There  remained  only  the  toilette  of  the  peri- 
toneum. No  blood,  &c.,  was  allowed  to  pass  into  the  peri- 
toneum. Then  they  had  to  close  the  abdominal  wound. 
Mr.  Jessett  had  brought  forward  this  operation  to  show  that 
the  accident  that  might  take  place  in  any  operation  on  the 
intestine  and  after  any  laparotomy  was  remediable.  He  con- 
gratulated the  author  of  the  paper. 

Dr.  R.  T.  Smith  says  he  had  recently  seen  a  case  of 
abdominal  section  for  a  supposed  ovarian  tumour,  which 
however  proved  to  be  above  the  broad  ligament.  A  drainage 
tube  was  used,  and  at  the  end  of  three  or  four  weeks  faeces 
were  passing  through  the  tube.  The  question  was  what 
could  have  given  rise  to  this  condition,  and  the  abdomen  was  re- 
opened in  order  to  see.  He  had  followed  this  second  operation 
with  a  good  deal  of  interest.  After  much  trouble  an  opening 
was  found  from  the  bowel  into  the  sac  about  the  size  of 
the  little  finger.  Eventually  the  case  was  dealt  with  by  an 
artificial  anus  as  a  temporary  expedient.  He  observed  that  if 
the  operation  brought  forward  by  Mr.  Jessett  became  prac- 
ticable it  would  prove  a  great  help  in  cases  of  that  sort. 
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Dr.  Hugh  Fenton  said  the  difficulty  that  individual 
members  felt  in  discussing  this  very  able  paper  and  the  no 
less  able  demonstration  was  one  that  would  be  common 
to  almost  every  Society  in  London,  for  very  few  fellows  could 
have  had  an  opportunity  of  seeing  cases  such  as  related  by 
the  author,  and  still  less  of  having  performed  such  difficult 
and  dexterous  operations.  The  departure  opened  out  a  wide 
field  of  promised  usefulness  in  relation  to  a  certain  class  of 
cases,  and  he  quite  endorsed  all  that  Mr.  Jessett  had  said 
about  that  repulsive  form  of  alleviation,  artificial  anus,  in 
cancer  of  the  bowel.  Hitherto  they  had  had  no  other 
alternative,  if  they  wished  to  prolong  life,  but  in  many 
forms  of  obstruction  in  the  bowel  the  operation  that  Mr. 
Jessett  had  demonstrated  to  them  that  evening  could  clearly 
be  applied.  What  applied  most  of  all  to  gynaecologists  was 
the  avoidance  and  riddance  of  faecal  fistulae.  Probably  every- 
body "who  had  done  many  abdominal  sections  must  have 
found  the  ultimate  success  of  their  cases  marred  by  the  form- 
ation owing  to  some  accident  or  another  of  a  faecal  fistula, 
and  must  have  been  at  his  wits'  end  to  know  what  to  do  with 
it.  Three  years  ago,  he  had  a  case  at  the  Chelsea  Hospital 
for  Women  of  a  large  resonant  tumour  of  the  abdomen.  Its 
boundaries  were  easily  defined  and  he  performed  abdominal 
section.  The  tumour  turned  out  to  be  the  uterus,  to  the 
upper  end  of  which  a  loop  of  intestine  twelve  to  fifteen  inches 
in  length  was  adherent,  and  formed  part,  and  parcel  of  the 
tumour.  It  could  not  be  peeled  off,  so  he  was  unable  to 
remove  the  tumour  without  doing  such  immense  injury  to 
the  bowel  that  it  was  out  of  the  question.  He  therefore 
sewed  the  tumour  to  the  edges  of  the  abdominal  wound  and 
made  an  incision  letting  out  much  fluid,  fetid  gas  and  pus 
which  had  collected  in  the  body  of  the  uterus.  The  patient 
did  exceedingly  well  but  from  that  day  to  this  she  had  been 
going  about  with  an  artificial  anus  below  the  umbilicus 
whereby  her  life  had  been  rendered  burdensome.  He  now 
felt  that  he  would  be  in  a  position  to  emancipate  the  poor 
woman  from  the  miserable  position  in  which  he  had  perforce 
left  her  after  saving  her  life  three  years  ago. 
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Mr.  BOWREMAN  Jessett,  in  reply,  thanked  the  Fellows 
for  the  very  kind  way  in  which  they  had  received  his  paper 
and  for  the  remarks  which  they  had  passed  thereon.  With 
regard  to  Dr.  Bantock's  and  Dr.  Fenwick's  remarks  as  to 
adhesions  of  the  intestines  or  omentum  to  the  peritoneal  sur- 
face of  the  parietal  wound,  he  could  only  say  that  in  all 
his  experiments,  twenty-four  in  number,  only  about  three  died 
from  the  effects  of  the  operation.  The  others  were  all  killed 
six  or  eight  months  later,  and  in  every  instance  cither  -the 
intestine  or  the  omentum  was  adherent  to  the  abdominal 
wound.  There  was  no  morbid  condition  in  any  of  those  cases 
to  account  for  it,  as  they  never  had  a  bad  symptom.  That 
fact  had  so  impressed  him  that  it  led  him  to  insist  very 
strongly  upon  the  necessity  of  putting  something  between  the 
parietal  wound  and  the  intestines  to  prevent  adhesions,  and 
Nature  seemed  to  have  provided  the  omentum  for  the  purpose. 
He  agreed  with  Dr.  Purcell  that  the  assistant  was  a  very  im- 
portant person.  It  was  really  by  having  an  assistant  who 
understood  what  was  required  of  him  and  who  would  hold 
the  plates  in  accurate  approximation  that  one  had  the  best 
chance  of  a  successful  issue.  It  was  easy  to  see  the  impor- 
tance of  getting  the  plates  well  approximated.  With  regard 
to  tying  the  knot  of  the  last  threads  he  pointed  out  that  it 
was  tied  between  the  plates,  tying  right  down  so  that  it  drew 
down  the  serous  membrane.  He  agreed  with  Dr.  Fenton 
that  his  patient,  and  indeed  any  patient  suffering  from  faecal 
fistula  of  the  small  intestine  or  colon  might  be  easily  relieved 
by  cutting  down  and  removing  the  portion  of  intestine  in 
which  the  fistula  was  situated,  invaginating  the  divided  ends 
and  uniting  the  two  portions  of  intestine  by  means  of  approxi- 
mation plates  and  securing  them  in  position.  He  believed 
that  the  time  would  come  when  an  artificial  anus,  except  in 
cases  where  the  long  operation  was  not  permissible  on  account 
of  the  collapsed  condition  of  the  patient  would  be  looked 
upon  as  a  reproach  to  the  surgeon  who  made  it.  The  cases 
on  which  he  had  operated  had  hitherto  been  to  a  large  extent 
on  patients  suffering  from  cancer  of  the  stomach  or  bowel, 
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and  therefore  only  temporary  relief  was  given,  but  in  many  of 
these  the  patients  had  lived  for  a  considerable  time  and  had 
been  relieved  of  pain  and  increased  in  weight.  He  had 
brought  the  operation  forward  because  there  were  a  large 
number  of  people  whose  cases  were  curable,  people  who 
came  in  with  acute  intestinal  obstruction.  These  if  seen 
early  enough  and  if  the  continuity  of  the  gut  could  not  be 
restored  by  the  ordinary  means  of  relieving  the  cause  of 
constriction,  might  be  completely  relieved  and  cured  by  re- 
moving the  damaged  and  obstructed  portion  of  gut.  He 
had  laid  some  stress  upon  the  importance  in  some  cases  of 
making  an  opening  in  the  lowest  point  of  the  constricted 
portion,  because  it  was  always  filled  with  fasces  and  gas, 
and  as  the  gas  caused  great  distension  if  they  could  not 
reduce  the  strangulation,  or  if  the  strangulated  portion  were 
very  congested,  approaching  the  gangrenous  state,  by  uniting 
the  lowest  point  to  another  portion  of  the  gut  the  faeces  would 
pass  into  it,  and  the  distension  being  removed  the  circulation 
would  be  restored.  The  mere  distension  was  often  sufficient 
to  cause  gangrene  by  the  interference  it  caused  with  the  cir- 
culation. 

Dr.  Bantock  asked  whether  Mr.  Jessett  had  clearly  in 
his  mind  the  difference  between  a  faecaL  fistula  and  an  in- 
testinal fistula.  The  most  frequent  seat  of  faecal  fistula  was 
the  upper  part  of  the  rectum,  and  he  asked  how  this  could 
be  curved  by  an  abdominal  operation.  Of  course  intestinal 
fistula  might  very  well  be  treated  in  the  manner  suggested. 

Mr.  Jessett  agreed  that  this  was  the  case,  but  added  that 
he  was,  of  course,  not  contemplating  operation  for  fistulae 
connected  with  the  rectum. 

The  Society  then  adjourned. 
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Wednesday,  November  26,  1890. 
C.  H.  F.  ROUTH,  M.D.,  President,  in  the  Chair. 

Present  :  57  Fellows,  24  Visitors. 

Dr.  AVELING  then  read  the  following  paper  : — 

The  Midwives'  Registration  Bill. 

Mr.  President  and  Gentlemen, — In  approaching  the 
discussion  of  an  important  subject  it  is  best  to  begin  by  con- 
sidering carefully  the  general  principles  upon  which  it  is  based 
— to  examine  the  foundations  upon  which  the  superstructure 
is  raised.  I  would  therefore  first  submit  for  your  considera- 
tion three  themes. 

First :  Is  the  public  safety  a  subject  demanding  legisla- 
tive action  ? 

Public  safety  has  been  dealt  with  by  Parliament  for  a  very 
long  period.  In  all  cases  when  the  lives  of  persons  are 
dependent  upon  the  care  and  competence  of  others.  Acts  of 
Parliament  have  been  passed  for  the  purpose  of  insuring  the 
possession  of  a  sufficient  amount  of  knowledge  and  skill  by 
those  who  undertake  vital  responsibilities.  The  necessity  of 
doing  this  has  been  so  widely  accepted  and  acted  upon,  that  its 
reasonableness  and  justice  cannot  for  a  moment  be  questioned. 
Let  us  take  the  example  of  the  transference  of  passengers 
across  the  sea.  In  this  case  a  number  of  lives  are  placed  at 
the  mercy  of  one  man.  Before  he  can  take  upon  himself  this 
responsibility,  the  law  determines  that  he  shall  first  have 
proved  himself  to  possess  a  sufficient  knowledge  of  navigation, 
and  shall  have  received  a  certificate  testifying  the  fact.  It  is 
true  he  may  leave  the  management  of  his  ship  in  the  hands  of 
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subordinates,  but  these  also  must  have  certificates,  and  it  is 
their  duty,  when  anything  unusual  occurs,  to  immediately 
seek  the  aid  of  the  captain.  It  would  be  a  waste  of  time  to 
enumerate  all  the  callings  in  which  this  wise  Act  of  Legislature 
is  enforced,  and  I  can  scarcely  imagine  the  presence  in  this 
room  of  an  individual  who  disputes  the  wisdom  of  these  pro- 
tective laws,  or  who  would  vote  for  their  repeal.  Few  people 
appreciate  the  amount  of  life  dependent  annually  upon  the 
competence  or  incompetence  of  midwives.  The  Obstetrical 
Society  of  London  found,  from  the  result  of  inquiries,  that 
60  per  cent,  of  poor  women  in  large  manufacturing  towns  and 
in  the  country  were  attended  by  midwives.  At  every  con- 
finement a  midwife  has  the  care  of  two  lives — the  mother  and 
child.  If  we  consider  the  number  of  births  taking  place 
annually  in  England  and  Wales,  and  remember  that  half  this 
number  are  attended  by  midwives,  it  will  be  evident,  by 
adding  the  numbers  of  the  mothers  and  babies  together,  that 
the  total  amount  of  lives  each  year  placed  at  the  mercy  of 
midwives  is  900,000.  In  no  other  case  is  so  large  an  amount 
of  life  left  unprotected  by  Legislature.  If  this  be  so,  it  may 
be  taken  for  granted,  I  think,  that  my  first  question  "  Is  the 
public  safety  a  subject  demanding  legislative  action  ?  "  must 
be  answered  in  the  affirmative. 

Next  I  would  ask  you,  "  Is  the  calling  of  a  midwife  one 
which,  on  the  plea  of  public  safety,  should  be  dealt  with  by 
Legislature  ?  " 

In  England  and  Wales  4,500  women  perish  annually  in 
childbirth.  This  mortality  shows  that  one  out  of  every  200 
confinements  is  fatal.  I  have  found  that  the  death-rate 
among  women  attended  in  their  confinements  by  trained 
midwiveS;  belonging  to  Lying-in  Hospitals,  amounts  on  an 
average  to  one  in  650,  and  in  one  charity  to  only  one  in  900. 
If  the  deaths  in  childbirth  among  women  attended  by  skilled 
midwives  be  only  one  in  600,  how  is  it  that  the  total  loss  of  life 
amounts  to  three  in  600?  We  have  seen  that  this  mortality 
does  not  rest  with  skilled  midwives.  The  cause  of  it  must 
therefore  be  accepted  either  by  the  doctors  or  the  untrained 
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midwives.  Can  there  be  any  doubt  with  which  of  these  two 
bodies  the  responsibility  rests  ?  It  must,  I  fear,  be  admitted 
that  two-thirds  of  the  deaths  taking  place  outside  the  practice 
of  trained  midwives,  are  due  to  want  of  skill  and  ignorance. 
If  these  figures  are,  as  I  believe  them  to  be,  approximately 
true,  it  is  evident  that,  by  the  employment  of  properly-trained 
midwives,  the  mortality  among  women  in  childbirth  might  be 
reduced  from  4,500  to  1,500,  effecting  a  saving  annually  of 
3,000  valuable  lives.  Surely  if  the  public  safety  is  to  be  cared 
and  provided  for  by  Parliament,  here  is  a  condition  crying 
loudly  for  its  interference.  The  late  Registrar-General,  Dr. 
Farr,  says  in  one  of  his  "Annual  Reports :"  "The  excess  in  the 
number  of  deaths  from  what  have  been  called  the  accidents 
of  childbearing  tells  strongly  in  favour  of  the  efforts  that  are 
being  made  for  the  education  of  midwives,  by  whom  so  many 
of  the  women  of  England  are  attended."  And  he  adds,  "The 
law  of  Nature  is  that  women  shall  bring  forth  in  *  sorrow,'  not 
in  death."  But  mortality  in  childbirth  does  not  represent  all 
the  misery-making  work  of  ignorant  midwives.  Hundreds  of 
women  who  barely  escape  with  their  lives,  are,  from  want  of 
skill,  rendered  useless  as  workers  and  wives,  and  have  to  pass 
their  existence  in  continuous  discomfort  or  pain,  and  not 
infrequently  become  helpless  burdens  upon  the  parish.  My 
second  question,  "  Is  the  calling  of  a  midwife  one  which,  on 
the  plea  of  public  safety,  should  be  dealt  with  by  Legislature?" 
has,  I  hope,  been  so  placed  before  you  that  no  other  answer, 
save  an  affirmative,  can  suggest  itself  to  your  judgments. 

My  last  question  is,  "Does  not  humanity  prompt  the 
employment  of  active  measures  to  prevent  the  death  and 
misery  caused  by  ignorant  midwives  ?  " 

It  is  difficult  to  reahse  how  much  heartrending  misery  the 
needless  annual  destruction  of  3,000  mothers  entails.  I  have 
calculated  were  they  to  hold  each  other's  hands  and  stand  in 
row,  they  would  form  a  line  nearly  three  miles  in  length.  As 
the  deaths  of  these  doomed  women  occur  one  by  one  at  various 
times  and  in  divers  places,  no  particular  notice  is  taken  of  the 
hideous  mortality.     Were  all  these  mothers  to  die  at  one 
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moment  and  on  one  spot,  how  dififerent  would  be  the  effect  on 
the  general  public  !  Every  three  hours,  all  the  year  round,  one 
of  these  mothers  is  sacrificed  to  the  ignorance  of  midwives. 
Think  of  this !  Surely  he  must  be  utterly  void  of  heart  and 
bowels  of  compassion  who,  believing  it,  can  say  "  Let  be." 
Humanity  then  must,  I  think  all  will  agree,  prompt  the 
employment  of  active  measures  to  prevent  the  death  and 
misery  caused  by  ignorant  midwives.  Those  who  oppose 
such  measures  accept  a  grave  responsibility. 

How,  then,  is  the  safety  of  poor  women  in  their  confine- 
ments to  be  insured  ?  By  what  means  are  they  to  be  enabled 
to  determine  whether  the  woman  called  in  to  render  them 
assistance  during  labour  is  a  competent  midwife  ?  It  can  only 
be  effected  by  Parliament,  and  by  such  an  Act  as  "The 
Amended  Midwives'  Registration  Bill,"  now  under  considera- 
tion. I  admit  freely  that  this  Bill  is  not  perfect  in  all  its 
details,  but  on  all  vital  points  I  believe  it  to  be  nearly  so.  It 
provides  for  the  education,  examination,  licensing  and  control 
of  midwives. 

There  is  no  country  in  Europe  in  which  the  edticatmi  of 
midwives  is  so  insufficient  and  expensive  as  in  England.  We 
want  a  ready  and  inexpensive  method  of  instructing  women 
in  elementary  midwifery.  In  Austria,  Belgium,  Russia  and 
Prussia,  the  instruction  of  midwives  is  partly  paid  for  by  the 
State.  In  Sweden  and  Norway,  the  Netherlands  and  France, 
it  is  entirely  free.  In  London  the  cost  is  from  twenty  to 
twenty-five  guineas.  Again,  on  the  Continent,  the  time 
required  for  instructing  midwives  is  one  or  two  years.  In 
this  country  three  months  are,  as  a  rule,  considered  sufficient. 
Are  our  continental  sisters  less  apt  at  learning  than  our  own, 
that  a  more  prolonged  period  of  pupilage  is  demanded  of 
them,  or  must  we  admit  that  the  time  allotted  for  instruction 
here  is  far  too  short  ?  The  Bill  leaves  the  determination  of 
this  important  question  to  the  General  Council,  who  are  to 
determine  the  conditions  of  admission  to  examinations,  the 
course  of  study  to  be  pursued  previous  to  examinations,  the 
subject  of  such  examinations,  and  the  general  standard  to  be 
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attained  by  women  passing  the  examinations.    The  General 
Council  has  expressed  its  willingness  to  deal  with  this  sub- 
ject, and  I  know  of  no  body  more  competent,  or  whose  deci- 
sions will  be  received  more  willingly.    The  General  Council 
has  also  to  determine  the  method,  periods  and  subjects  of 
examinations,  and  after  their  rules  have  been  officially  pub- 
lished every  County  Council,  or  a  number  of  County  Coun- 
cils combining,  will  have  to  appoint  competent  examiners — an 
arrangement   which   will   enable  midwives  to   be   examined 
within  a  reasonable  distance  from  the  place  where  they  reside. 
With   regard  to   the   licensing  of   midwives,    it   may  be 
stated  that  at  present  it  is  impossible  for  them  to  obtain  legal 
licenses.     They  are  worse  off  now  than  they  were  200  years 
ago,  when  under  the  name  of  "  sworn  midwives  '•  they  were 
licensed   by  the   bishops.      Now  certificates  of  competency 
are  granted  by  the  Obstetrical  Society  of  London,  the  Lying- 
in  hospitals,  and  private  individuals.     These  are,  of  course, 
of  varying  values.     Besides,  what  is  the  work  of  anyone  is 
the  work  of  no  one.     The  certificate  which  will  be  granted 
under  this  Bill  will  be  of  a  fixed  standard,  and  will  entitle 
the  midwife  to  be  registered.     Both  these  acts  are  to  be  per- 
formed by  the  County  Council,  but  the  Privy  Council  are  to 
make  regulations  for  carrying  them  out.     And  now  we  arrive 
at  the  most  important  clause  of  the  Bill,  which  provides  that 
unless  registered  "  a  person  shall  not  be  entitled  to  take  or 
use  the  name  or  title  of  midwife,  or  any  name,  title,  addition 
or   description,   implying   that   she   is   registered   under  the 
Act."     The  infringement  of  this  provision  is  made  penal,  and 
on  summary  conviction  a  fine  not  exceeding  five  pounds  can 
be  inflicted.     The  next  clause  also   is  very  important.     It 
provides  that  "  the  certificate  of  registration  under  the  Act 
shall  be  a  certificate  entitling  a  woman  to  act  as  a  midwife 
in  cases  of  natural  labour  only,  in  accordance  with  the  pre- 
scribed, regulations''     The  full  importance   of  the   last   few 
words  of  this  clause  has  not  been  appreciated  by  critics  of 
the  Bill.     There  has  been  a  great  deal  of  discussion  as  to 
what   meaning  should  be  attached   to   the   words   "natural 
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labour."  The  definition  must  rest  with  the  Privy  Council, 
for  it  will  be  observed  that  midwives  will  have  to  attend 
natural  labour  in  accordance  with  prescribed  regulations,  and 
these  regulations  the  Privy  Council  will  have  to  make  and 
carry  into  effect. 

This  brings  us  to  the  question  of  control ;  for  midwives, 
who  are  convicted  of  offences  against  these  regulations,  may 
be  suspended  or  have  their  names  erased  from  the  register. 
It  will  be  seen,  therefore,  that  the  effect  of  the  power  of 
control  to  be  exercised  by  the  Privy  Council  will  be  to  deter- 
mine and  limit  the  actions  of  midwives,  and  will  deprive 
them  of  the  liberty  to  act  as  they  please,  which  they  now 
possess.  A  midwife  may  now  legally  perform  any  obstetric 
operation  and  is  liable  to  no  punishment  unless  malpraxis  be 
proved  against  her.  But  as  the  Privy  Council  has,  in  the 
Bill,  the  power  of  making  rules  "  regulating  any  matter 
directed  by  this  Act  to  be  prescribed,"  and  as  a  midwife  must 
act  "  in  cases  of  natural  labour  only,  in  accordance  with  the 
prescribed  regulations,"  it  is  evident  these  rules  may  be  so 
framed  as  to  prevent  midwives  performing  obstetric  opera- 
tions or  dealing  with  any  other  cases  than  those  which  will 
be  defined  as  coming  under  the  head  of  "  natural  labour." 

With  regard  to  existing  midwives,  it  is  provided  that 
every  woman  who,  at  the  passing  of  the  Act,  is  bona  fide 
acting  as  a  midwife,  or  has  served  as  a  pupil  midwife  in  some 
hospital,  shall,  on  the  production  of  the  prescribed  evidence, 
be  entitled  to  be  entered  in  the  midwives'  register.  When 
any  Act  is  passed  existing  interests  and  privileges  are  always 
respected.  The  Apothecaries  Act  was  not  made  retrospec- 
tive, as  the  following  provision  in  it  proves  :  "  From  and  after 
the  first  day  of  August,  18 15,  it  shall  not  be  lawful  for  any 
persons  (except  persons  already  in  practice  as  such)  to  prac- 
tise as  an  apothecary."  It  has  been  stated  that  the  clause 
under  consideration  will  flood  the  country  with  ignorant 
Gamps,  but  it  docs  no  such  thing.  The  Bill  does  not  create 
a  flood  of  ignorant  Gamps,  for  they  already  exist.  There  is 
no  new  importation.  On  the  contrary,  the  effect  of  the  Bill 
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will  be  to  diminish  the  number  of  women  now  following  the 
calling-,  for  many,  from  age  and  other  reasons,  will  not  apply 
to  be  registered  and  will  consequently  cease  to  act. 

The  Bill  will,  therefore,  cause  a  diminution  of  the  number 
of  midwives  at  present  practising.  It  will  also  reduce  the 
number  who  will  practise  in  the  future,  for  it  will  be  more 
difficult  for  women  to  adopt  the  calling  on  account  of  the 
necessary  preliminary  expenditure  of  time  and  money  which 
will  be  required.  In  fact,  it  has  been  feared  by  some  that  the 
reduction  will  be  too  great.  Where  there  is  a  legitimate 
demand  it  is  not  fair  to  remove  the  accustomed  supply  with- 
out substituting  some  alternative  method  of  obtaining  the 
commodity.  The  wants  of  society,  if  not  law,  sanction  the 
existence  of  midwives,  and  no  act  of  Legislature  ought  to 
curtail  their  usefulness,  or  cause  their  numbers  to  be  incon- 
veniently small. 

In  reviewing  the  Bill  I  have  already  answered  many  of 
the  objections  urged  against  it.  There  are  many  more  which 
I  have  not  dealt  with.  They  are,  for  the  most  part,  founded 
upon  an  imperfect  knowledge  or  misapprehension  of  the  Bill, 
and  I  have  no  doubt  you  will  hear  enough  of  them  presently. 

The  existence  of  midwives  is  simply  one  of  supply  and 
demand.  The  attendance  of  a  medical  man  at  a  confinement 
demands  also  the  presence  of  a  monthly  nurse.  He  cannot 
wash  and  dress  the  baby  and  do  what  is  necessary  for  the 
mother.  The  midwife  combines  both  these  offices,  and  hence 
to  the  poor  her  existence  is  a  necessity.  Midwives  have 
always  been,  and  they  are  not  likely  to  cease  to  exist  while 
necessitous  women  bear  children.  At  Birmingham  I  asked 
the  question,  "  Are  midwives  to  be  abolished  or  bettered  ?  " 
No  one,  as  far  as  I  am  aware,  has  answered  the  question  by 
proposing  the  former  alternative. 

Passing  over  the  minor  objections,  which  time  does  not 
permit  me  to  consider,  I  will  now  draw  your  attention  to 
what  I  believe  to  be  the  master  objection,  for,  like  Aaron's 
rod,  it  eats  up  all  the  others.  That  which  has  most  weight 
with  the  general  practitioner  is  one  of  shillings  and  pence, 
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with  the  pounds  left  out.     It  is  said  that  the  Bill  will  im- 
poverish the  pocket  of  the  profession.     Everyone  who  has 
followed  me  thus  far  must  see  that  the  result  will  be  just  the 
opposite.     If  midwives  are  reduced  in  number  there  must  be 
more  work  for  the  doctor.     If  midwives  are  limited  in  their 
action  he  must  more  frequently  be  called  in.     I  began  prac- 
tice in  a  Yorkshire  mining  village,  and   I  know  what  ten- 
shilling  midwifery  is.     I  have  attended   126  cases  in  a  year, 
and  have  no  hesitation  in  saying  that  a  general  practitioner 
is  better  without  such   patients.     It  robs  him  of  his  night's 
rest,  unfits  him  for  his  work  in  the  day,  leads  to  the  use  of 
stimulants,  and  places  him  for  weary  hours  in  abodes  which 
are  often  comfortless,  or  still  worse ;  and  in  the  presence  of 
persons  socially  uncongenial  or  even  offensive.     An  intelli- 
gent midwife  is  a  great  boon  to  the  doctor.     She  relieves  him 
of  disagreeable  and  unremunerative  work,  and  can  be  used  to 
watch  cases  for  him  and   save  him  much  valuable  time  by 
preventing  him  being  sent  for  unnecessarily  early.     The  fees 
she  gets  for  attending  cases,  varying  from  two-and-sixpence 
to  ten  shillings,  are  contemptible  pay  for  the  services  of  an 
educated  gentleman,  and  the  only  valid  reasons  for  his  attend- 
ing such  cases  are  charity  or  the  attainment  of  experience. 

The  threatened  impoverishment  of  the  profession  is  to  be 
effected,  we  are  told,  in  the  following  way,  and  I  quote  the 
writer's  words : — "  This  Bill  proposes  to  construct  a  new  order 
of  midwifery  practitioners,  who  shall  be  co-equal  with  doctors 
in  so  far  as  midwifery  is  concerned."  Another  writer  goes 
as  far  as  to  say  that  midwives  will  be  placed  on  the  Medical 
Register.  These  statements,  if  true,  would  most  certainly 
arouse  the  opposition  of  the  whole  profession ;  and  it  can 
be  well  understood  how  general  practitioners,  who  have  not 
read  the  Bill  and  believe  these  misleading  and  groundless 
assertions,  are  being  persuaded  to  oppose  the  registration 
of  midwives.  But  these  assertions  are  not  true.  The  Bill 
does  not  construct  a  new  order  of  midwifery  practitioners. 
When  medical  men  were  registered  it  did  not  create  a  new 
class.      It  simply  enabled  the  public  to   know  whether  a 
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person  assuming  a  medical  title  had  a  right  to  it.  It  will 
be  the  same  with  midwives.  No  new  class  is  created.  Again, 
the  writer  I  have  quoted  not  only  says  that  a  new  order  of 
midwifery  practitioners  is  to  be  constructed,  but  that  they 
will  be  co-equal  with  doctors  in  so  far  as  midwifery  is  con- 
cerned. It  is  impossible  to  believe  how  anyone  who  has  read 
the  Bill,  unless  he  be  blinded  by  Quixotic  enthusiasm,  could 
pen  these  words.  If  midwives  were  made  co-equal  with 
doctors  in  one  division  of  the  profession,  they  would  have 
equal  privileges  in  all,  and  have  a  right  to  be  placed  on  the 
Medical  Register.  It  can  scarcely  be  necessary  to  remind 
you  that  midwives  will,  have  a  special  register  of  their  own. 

In  dealing  generally  with  the  objections  to  the  Bill,  let  us 
notice  from  whence  the  opposition  has  not  come.  The  medical 
corporations,  whose  duty  it  is  to  see  that  the  interests  of  their 
members  are  not  interfered  with,  have  made  no  sign.  They 
only  say  that  it  is  not  their  province  to  license  midwives.  No 
large  medical  society  has  protested.  The  Obstetrical  Society 
of  London,  which  has  more  especially  the  interests  of  obstetric 
practitioners  at  heart,  does  not  object — in  fact,  it  was  the  first 
to  take  up  the  subject,  and  by  establishing  examinations  for 
midwives  give  positive  proof  that  they  believe  the  existence 
of  ignorant  midwives  to  be  an  evil  which  ought  to  be  remedied. 
It  is  useless  to  say  that  the  Council  alone  have  acted  in  this 
matter.  The  proceedings  of  the  Council  and  of  the  Board  of 
Examiners  have  been  read  at  the  annual  meetings,  and  no 
voice  of  protest  has,  to  my  knowledge,  ever  been  raised 
against  the  excellent  work  the  Society  has  done  in  this 
matter.  The  largest  medical  society  in  this  country,  the 
British  Medical  Association,  has  taken  a  most  active  part  in 
the  efforts  which  have  been  made  to  regulate  the  practice  of 
midwives ;  and  this  has  not  been  solely  the  work  of  the 
Parliamentary  Bills  Committee.  In  1873  I  brought  the 
subject  before  a  large  general  meeting  of  the  Metropolitan 
branch,  and  at  the  conclusion  of  my  paper  the  following 
resolution  was  carried  : — "  That  the  General  Council  be 
requested   to   appoint   a   Midwifery   Committee    to   enquire 
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into  and  report  upon  the  best  means  of  instructing  and 
registering  midwives."  From  this  time  the  Association 
continued  to  take  an  interest  in  the  subject,  and  in  1883  a 
Bill  was  drafted  by  the  Parliamentary  Bills  Committee,  and 
a  copy  of  it  was  sent  to  each  branch  for  its  opinion  upon  it. 
From  every  branch  (except  Liverpool,  I  believe)  no  answer, 
or  an  approving  one,  was  received.  From  the  editors  of  the 
medical  press  there  have  been  no  adverse  remarks ;  on  the 
contrary,  in  the  strongest  and  most  convincing  language,  all 
have  endeavoured  to  forward  legislation  for  midwives.  The 
General  Medical  Council  does  not  oppose.  It  has  frequently 
considered  the  subject,  and  its  latest  words  were,  that  the 
absence  of  public  provision  for  the  education  and  supervision 
of  midwives  is  productive  of  a  large  amount  of  grave  suffering 
and  fatal  disease  among  the  poorer  classes,  and  that  public 
safety  demands  from  Government  the  passing  into  law  of 
some  measures  to  enforce  the  education,  licensing  and 
registration  of  midwives.  There  has  been  no  opposition 
from  Government.  Many  times  I  have  been  with  deputa- 
tions to  the  Lord  President  about  midwives  and  we  have 
always  received  the  same  answer: — "The  education  and 
registration  of  midwives  seems  to  us  desirable  and  necessary, 
and  we  will  do  all  we  can  to  forward  your  views."  Then  at 
the  end  of  the  Session  came  regularly  a  letter  saying  that  for 
want  of  time  it  was  found  impossible  to  deal  with  the  subject. 
But  more  important  than  all  is  the  fact  that  no  opposition  is 
raised  by  those  most  concerned — the  midwives.  It  was  they 
who  first  commenced  the  movement,  and  this  is  a  happy 
omen,  for  all  successful  reformations  have  begun  from  within. 
I  look  upon  the  desire  of  midwives  to  have  their  practice 
legally  regulated  as  a  sure  sign  the  proposed  Bill  is  sound  in 
principle  and  will  certainly,  sooner  or  later,  pass. 

During  all  the  years  we  have  been  working  for  the 
amelioration  of  midwives,  we  have,  until  lately,  lacked  the 
healthy  stimulus  of  opposition.  Now  we  fortunately  have 
it,  and  to  those  gentlemen  who  favour  us  with  it  we  owe  a 
deep  debt  of  gratitude.     I  would  ask  them  to  state  candidly 
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whether  their  adverse  criticisms  are  intended  to  amend  or 
destroy  the  Bill  ?  If  to  amend,  I  hope  their  minutest  ob- 
jections will  receive  respectful  and  most  careful  attention. 
If  to  destroy,  I  would  beg  of  them  to  leave  its  details  alone 
and  attack  the  main  principles  underlying  the  Bill.  A  tree 
cannot  be  felled  by  hacking  at  its  twigs  ;  the  process  only 
prunes  it  and  increases  its  strength  and  vitality. 

I  now  beg  to  hand  you,  sir,  the  following  resolution,  which, 
with  your  permission,  I  will  propose  : — 

"  That  public  safety  and  humanity  demand  legislative 
action  to  enable  poor  zvomen  to  know  whether  midwives  are 
safely  competent  or  dangerously  ignorarit." 

Dr.  Robert  Barnes  in  seconding  the  motion,  observed 
that  Dr.  Aveling  was  the  first  to  insist  upon  the  movement, 
and  he  had  since  promoted  the  cause  with  great  steadiness  of 
purpose  and  judgment.  He  approved  most  heartily  of  the 
words  in  which  he  had  summed  up  the  question,  viz.,  that 
the  midwives  must  be  abolished  or  improved.  That  was 
really  the  issue  that  was  before  them.  Abolish  them  they 
could  not,  and  if  not  brought  under  some  kind  of  supervision 
and  made  to  submit  to  examination  and  registration,  the  pro- 
portion of  ignorant  midwives  would  increase  instead  of  de- 
creasing. What  they  must  do  was  to  endeavour  to  put  them 
upon  a  better  basis.  His  own  experience  had  not  been  in  the 
same  field  as  that  of  Dr.  Aveling.  He  had,  however,  had 
large  opportunities  for  observation.  First  as  a  young  man  as 
house  surgeon  in  a  lying-in  hospital,  and  he  could  endorse 
entirely  what  Dr.  Aveling  had  said.  Since  then  he  had  been 
fifteen  years  physician  to  the  Royal  Maternity  Charity,  under 
which  all  the  women  were  attended  by  trained  midwives.  In 
that  charity  the  mortality  was  about  i  in  600,  and  he  knew  of 
no  department  of  midwifery  practice  that  could  exceed  these 
good  results.  In  the  first  place  the  women  were  trained  to 
recognise  natural  labour  and  to  know  when  to  send  for  assist- 
ance. He  pointed  out  that  when  they  were  trained  and 
brought  into  harmony  with  medical  men  they  felt  confidence 
in  consulting  with  them.     To  turn  to  another  kind  of  practice 
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where  the  women  free  of  all  responsibility  and  training, 
acted  in  a  loose  uncontrolled  fashion  ;  these  were  the  women 
who  went  wrong,  for  they  were  just  the  persons  not  to  call  in 
a  medical  man,  owing  to  there  being  a  sort  of  antagonism.  If 
women  were  to  be  protected  in  their  labour  they  must  be 
placed  in  the  hands  of  competent  midwives  who  were  re- 
gistered and  felt  a  certain  responsibility.  That  was  one  great 
argument  in  favour  of  legislation.  Apart  from  responsible 
practice  there  was  facility  for  procuring  easy  abortions  and 
other  dangerous  practices  being  carried  on  in  the  dark.  So 
far  as  he  had  seen  the  objections  were  based  upon  erroneous 
facts  and  illogical  deductions.  In  Germany  and  other  parts 
of  the  Continent  the  women  were  trained  and  felt  their  re- 
sponsibility, and  they  applied  to  a  physician  as  soon  as  any- 
thing went  wrong.  They  were  not  allowed  to  use  the  forceps, 
and  that  would  have  to  be  provided  against  here.  It  had  been 
urged  that  there  was  a  superabundance  of  medical  men  in 
England,  and  that  if  the  cases  were  distributed  there  would 
be  about  twelve  labours  each ;  but  a  very  large  number  of 
these  did  not  attend  midwifery  at  all,  and  many  others  did 
very  little,  so  that  the  average  number  falling  to  those  who 
practised  was  much  more  than  twelve.  A  large  number  of 
women  were  attended  in  workhouses  under  the  supervision  of 
the  parish  medical  officer.  The  women  employed  there  were 
often  very  well  trained,  and  some  of  them  ultimately  went  into 
private  practice.  He  insisted  upon  the  fact  that  the  midwife 
did  nothing  but  midwifery,  and  no  doctor  could  possibly  do 
what  they  did.  He  had  known  midwives  to  attend  twenty 
cases  in  a  week  or  more,  and  if  anything  went  wrong,  if  they 
had  a  succession  of  bad  cases,  it  was  very'  soon  found  out  and 
they  were  stopped  from  practising  for  a  time.  One  knew,  at 
any  rate,  what  was  going  on,  but  in  the  other  case  of  irrespon- 
sible midwives  nothing  transpired  and  the  avoidable  mortality 
was  allowed  to  go  on  unchecked.  There  was  one  thing  that 
ought  not  to  be  passed  over,  and  he  was  glad  to  See  Members 
of  Parliament  there  who  might  take  it  up.  That  was  the  re- 
gistration of  still  births.     He  would  not  enter  upon  a  discus- 
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sion  as  to  the  limit  of  age,  but  he  presumed  that  all  viable 
children  ought,  at  any  rate,  to  be  registered.  Another  objec- 
tion was  that  there  would  not  be  enough  parturient  women 
left  to  carry  out  the  training  of  students,  but  he  said  that 
if  the  available  means  were  resorted  to  there  would  be  plenty 
of  opportunities. 

Dr.  Mansell  Moullin  said  : — The  Society  is  to  be  con- 
gratulated on  having  taken  to-night  a  new  and  happy 
departure.  In  the  Council  of  another  leading  Society  this 
Midwives'  Bill  has  been  quietly  debated  and  approved  with- 
out consulting  in  the  smallest  measure  the  Fellows  of  that 
Society.  Dr.  Aveling  tells  us  that  some  notice  of  it  was 
taken  at  the  Annual  General  Meeting.  Considering  what 
reports  read  at  annual  meetings  are,  he  can  hardly  call  this 
a  satisfactory  measure  of  confidence  in,  or  consultation  with, 
the  general  body  of  the  Society.  We,  recognising  the  pro- 
posed legislation  as  one  which  will  have  far-reaching  effects 
on  general  practitioners,  have  issued  a  general  invitation, 
and  are  ready  to  give  every  one  a  courteous  hearing  for  the 
common  weal. 

We  have  heard  from  two  distinguished  Fellows  of  this 
Society  a  few  reasons  for  the  adoption  of  this  Bill.  In  due 
form  I  beg  briefly  to  put  the  opposite  side  of  the  question, 
and  to  move  the  following  amendment  to  the  resolution  now 
before  the  Society : — "  That  this  meeting,  while  considering 
there  is  great  need  for  improvement  in  the  education  of 
midwives,  sees  no  necessity  for  Parliamentary  action,  and 
believes  that  the  Amended  Midwives'  Bill,  now  proposed  to  be 
again  introduced  into  the  House  of  Commons,  is  a  measure 
fraught  with  danger  to  the  public,  useless  to  the  midwives 
themselves,  and  most  detrimental  to  medical  men." 

To  take  these  points  seriatim,  I  presume  there  will  be  no 
difference  of  opinion  that,  if  there  are  to  be  midwives,  those 
who  practise  as  such  should  be  acquainted  with  the  difficulties 
and  dangers  of  their  vocation.  Great  advances  have  un- 
deniably been  made  in  this  respect  in  the  last  few  years,  and 
the  tendency  of  improvem.ent  is  to  beget  improvement.     I 


Discussion  on  Registratioii  of  Midwives.      553 

would  urge  that  if  the  various  bodies  and  societies,  scientific 
and  philanthropic,  which  are  at  present  at  work,  be  only  per- 
mitted to  continue  their  course,  a  continued  improvement  in 
the  personale  of  midwives,  and  in  their  education  and  practice, 
will  inevitably  result. 

I  pass  on  to  contend,  as  strongly  as  I  can,  that  no  shadow 
of  a  case  has  been  made  out  for  asking  for  Parliamentary 
powers  to  hasten  this  desirable  development.  Dr.  Aveling 
has  given  certain  figures,  which  he  believes  to  be  "  approxi- 
mately correct,"  as  his  justification,  and  sole  justification,  for 
demanding  the  passage  of  the  Midwives'  Bill.  Dr.  Aveling 
has  worked  at  the  subject  for  many  years,  so  that  if  he  had 
any  arguments  beyond  these  figures  he  would  doubtless  have 
advanced  them.  I  shall  endeavour  briefly  to  demonstrate 
the  value  of  these  figures.  He  begins  by  asserting  that  the 
"  probable  number  of  women  acting  as  midwives  in  England 
and  Wales  is  from  10,000  to  15,000" — rather  a  wide  margin  to 
commence  with.  Now  what  is  Dr.  Aveling's  authority  for 
those  figures  ?  The  Registrar-General  reports,  in  the  census 
for  1 88 1,  only  3,000  midwives.  My  own  impression,  from 
knowledge  of  several  localities,  is  that  midwives  are  diminish- 
ing in  number,  while  progressing  in  education.  But  any- 
how we  have  a  right  to  ask  Dr.  Aveling  for  his  authority 
for  his  assertion  that  in  the  last  ten  years  midwives  have 
multiplied  in  number  five-fold.  Next  he  would  have  us 
beHeve  that  midwives  attend  60  per  cent,  of  the  confinements 
in  this  country.  Where  is  the  proof,  I  should  like  to  know,  of 
such  an  astounding  assertion  ?  But  let  us  test  his  figures  by 
the  one  specimen  of  arithmetic  which  Dr.  Aveling  gives  us. 
In  last  week's  British  Medical  Journal,  p.  1173,  Dr.  Aveling's 
paper  read  at  Birmingham  contains  these  statements :  "  The 
number  of  births  per  annum  is  900,000,  of  this  number  mid- 
wives  attend  60  percent.,  that  is  540,000;  of  the  total  number 
of  women  confined  4,500  die  each  year  in  childbirth,  that  is, 
two  out  of  every  100."  Now  if  you  will  work  out  this  little 
sum  correctly,  you  will  see  that  the  result  is  not  two  in  ico, 
but  I  in  200 — a  very  different  result  indeed.      Presumably, 
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however,  this  is  a  printer's  error,  but  seeing  how  intensely 
misleading  it  is  I  can  only  regret  that  Dr.  Aveling  did  not 
correct  his  proofs.  Then  he  says,  "  The  deaths  of  women  in 
childbed  who  are  attended  by  "  skilled  midwives  and  medical 
men  amount  to  only  one  in  600."  Such  an  estimate  is  totally 
opposed  to  the  published  figures  of  all  institutions,  both  at 
home  and  on  the  Continent.  He  continues,  "  In  unskilled 
hands  these  mothers  die  at  the  rate  of  three  in  600,"  and  a 
very  good  average,  too  !  At  any  rate  three  in  600  or  one  in 
200  is  no  worse  than,  but  exactly  the  same  as,  the  corrected 
average  for  the  whole  number,  taking  Dr.  Aveling's  own  figures. 
How  these  figures  are  obtained  is  of  course  a  detail.  How  a 
skilled  midwife  is  to  be  distinguished  from  an  unskilled  one, 
not  having  as  yet  been  labelled  with  the  Government  stamp, 
or  whether  in  the  case  of  a  midwife  in  difficulty  calling  in  a 
medical  man,  the  death  is  to  be  accredited  to  the  ignorant 
midwife  or  the  skilled  medical  man,  are  trifles  upon  which 
Dr.  Aveling  vouchsafes  no  information.  Suffice  it  to  say, 
briefly,  that  with  the  collapse  of  his  statistics  the  whole  of  Dr. 
Aveling's  arguments  fall  to  the  ground. 

I  would  now  turn  to  the  last  paragraph  of  the  amendment 
and  briefly  show  that  this  precious  Midwives'  Bill  would  be 
dangerous  to  the  public.  In  the  event  of  its  passing,  who  is 
to  supervise  and  control  the  whole  business  ?  The  Bill  calls 
upon  the  General  Medical  Council,  which  notoriously  cannot 
get  through  its  own  work,  to  undertake  that  most  difficult  of 
tasks — the  oversight  of  a  new  and  entirely  experimental  depar- 
ture. It  may  be  taken  for  granted  that  the  General  Medical 
Council  would  politely  but  firmly  decline  to  take  any  such 
part  in  the  scheme,  and  I  am  advised  that  it  could  not  be 
legally  compelled  to  do  so.  The  Bill  recognises  this,  for  it 
proceeds  to  give  the  Privy  Council  the  power  to  formulate 
the  rules.  Who  would  advise  the  Privy  Council  ?  Surely,  of 
course,  those  who  have  instigated  the  whole  movement,  those 
who  introduced  the  first  Bill  last  session,  which  even  their 
warmest  supporters  admitted  to  be  "  an  utterly  bad  Bill," 
those  who  ordained  that  anyone  who  had  been  in  a  lying-in 
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hospital  for  three  months  might  be  registered,  though  every 
clause  affecting  this  point  has  been  ingeniously  removed  from 
the  amended  Bill.  The  Privy  Council — that  is  to  say,  two  or 
three  elderly  courtiers  being  the  ruling  spirits — hands  the 
matter  over  to  the  County  Councils,  who  have  to  take  action. 
As  no  date  is  fixed,  some  councils  will  probably  postpone 
such  action  until  the  Greek  Kalends.  But  the  idea  is 
superbly  grotesque,  that  these  bodies  of  local  laymen  are  to 
be  the  controlling  authorities  for  the  new  order  of  midwives — 
are,  in  fact,  to  take  them  over  with  the  charge  of  the  gas,  the 
water  and  the  sewage  of  their  district.  How  these  worthy 
shopkeepers  and  country  squires  are  to  control  a  demi-semi 
professional  body  like  midwives  is  one  of  the  mysteries  the 
Bill  does  not  solve.  But  it  docs  not  require  much  proof  to 
show  that  if  a  body  of  women,  many  of  whom  are  without 
the  slightest  pretensions  to  education,  and  drawn  from  the 
lower  strata  of  society,  is  to  be  placed  on  a  footing  with 
medical  men  and  invested  with  a  definite  legal  status  and 
corresponding  rights  and  privileges — at  the  same  time  there 
being  no  proper  system  of  control — a  wide  field  will  be  opened 
for  nefarious  practices  of  every  description,  and  the  public 
will  be  the  sufferers.  The  acme  of  absurdity  is  reached  when 
it  is  proposed  to  throw  upon  these  estimable  laymen  the  task  of 
deciding  in  any  given  case  whether  a  labour  has  been  natural 
or  otherwise. 

Again,  the  Midwives'  Bill,  if  passed,  would  be  useless,  or 
worse  than  useless,  to  the  midwives  themselves.  As  things 
stand  at  present  the  midwife  enjoys  a  small  local  reputation, 
and  the  public  employs  her  services  knowing  full  well  that 
they  are  to  be  obtained  at  a  lower  price  and  are  inferior 
to  those  of  a  medical  man.  As  soon  as  the  function  of  mid- 
wife is  magnified  in  importance  by  the  possession  of  a  state 
licence  and  registration  a  rush  of  women  will  at  once  take 
place  into  this  apparently  new  field  of  labour.  Competition 
will  follow  with  its  inevitable  consequences.  Neither  will 
there  be  any  protection  for  those  who  are  registered  under 
the  Act,  for  the  very  good  reason  that  all  the  penal  clauses 
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providing  for  this  will  practically  become  dead  letters.  What 
is  everybody's  business  is  nobody's  business,  and  the  Bill 
carefully  provides  Clause  i6,  Section  2,  that  any  prosecution 
under  the  Act  may  be  instituted  by  a  County  Council  or  a 
Borough  Council  or  a  Board  of  Guardians,  but  carefully 
deters  a  private  person  from  moving  in  the  matter. 

As  to  the  detriment  arising  to  medical  men  from  the  pass- 
ing of  such  a  Bill,  probably  there  are  many  in  this  room  u^ho 
can  speak  from  personal  experience.  Leaving  them  to  do 
so  I  now  formally  move  the  amendment  to  Dr.  Aveling's 
resolution,  which  I  have  read. 

Dr.  Rentoul  criticised  the  details  of  the  Bill.  He  observed 
that  Clause  2  is  absolutely  worthless.  The  General  Medical 
Council  is  given  the  power  to  draw  up  rules,  but  it  is  given 
no  power  to  enforce  them.  Under  the  Medical  Act  the 
Council  can  enforce  its  mandates  by  refusing  registration, 
but  under  this  clause  the  rules  that  it  might  make  would 
be  worthless.  A  clause  should  be  introduced,  stating — 
"  Such  rules  shall  be,  when  so  approved,  of  like  force  and 
effect  as  if  they  had  been  enacted  in  this  Act."  In  reference 
to  Sub-clause  3,  thirty  days'  notice  had  to  be  given  of  such 
rules,  but  he  thought  that  three  months  would  be  better. 
Clause  3  gives  the  County  Councils  in  England  and  Wales 
the  power  to  appoint  "  competent  examiners,"  conduct  ex- 
aminations, grant  certificates,  and  publish  County  Registers. 
But  he  pointed  out  that  there  were  fifty-two  counties  in 
England,  and  every  town  of  over  50,000  inhabitants  was, 
by  the  Local  Government  Act  of  1888,  constituted  a  county 
for  administrative  purposes.  That  would  give  a  total  of 
about  113  examining  bodies.  The  whole  tendency  of 
medical  education  in  the  United  Kingdom  was  in  favour  of 
the  one  portal  system,  and  this  move  is  strangely  at  variance 
with  it.  There  would  be,  in  addition,  at  least  thirty-two  ex- 
amining bodies  in  Ireland  and  thirty-one  in  Scotland.  Then, 
again,  under  this  clause  there  is  no  provision  for  recognising 
hospitals  and  other  bodies  at  present  engaged  in  training  mid- 
wives.     He  asked  whether  power  would  be  given  to  such  in- 
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stitutions  to  continue  to  do  so  and  to  register  their  certificates. 
The  question  arose  as  to  whether  a  legally  qualified  practitioner 
could  take  a  midwife  as  his  qualified  assistant  in  midwifery. 
It  had  been  answered  in  the  affirmative,  and  he  thought  that 
a  clause  might  be  introduced  to  prevent  it.  There  were  52 
lying-in  hospitals  in  the  United  Kingdom,  and  many  of  them 
trained  nurses  and  gave  them  certificates,  and  there  are  over 
a  hundred  poor-law  infirmaries  —  so  that  altogether  there 
would  be  upwards  of  325  Examining  Bodies  in  the  United 
Kingdom ! 

Dr.  AVELING  pointed  out  that  this  view  was  based  on  a 
mis-apprehension,  for  power  had  been  reserved  for  two  or 
more  County  Councils  to  join  for  the  purpose  of  examination 
and  registration. 

Dr.  Rentoul  said  that  was  so,  but  they  would  not  unite 
for  the  purpose,  as  the  Medical  Council  or  Privy  Council  had 
not  the  power  to  make  them  do  so.  In  Lancashire  alone 
there  would  be  fifteen  examining  bodies.  No  power  was 
given  under  this  clause  to  stop  those  County  Councils 
examining  on  its  being  shown  that  their  examinations 
were  not  conducted  with  efficiency.  Under  the  Medical 
Act  any  default  in  this  respect  with  regard  to  medical 
examining  bodies  could  be  enforced  by  refusing  to  register 
their  diplomas.  He  thought  this  power  ought  to  be  intro- 
duced. Again,  although  each  County  Council  was  given  the 
power  to  examine  and  grant  certificates,  the  County  Council 
is  not  given  the  slightest  power  over  the  conduct  and  practice 
of  midwives.  The  Universities  and  Colleges  have  power  over 
their  graduates,  and  can  take  their  degrees  from  them  ;  yet 
with  the  midwives  no  supervision  whatever  is  provided  for. 
This  is  a  most  important  defect,  and  should  be  remedied.  It 
may  be  said  that  the  Privy  Council  has  the  power.  But  will 
the  Privy  Council  act  ?  In  reference  to  Clause  4,  under  which 
the  Privy  Council  was  empowered  to  make  and  enforce  regula- 
tions, he  pointed  out  that  if,  as  was  intended,  the  General 
Medical  Council  was  appointed  to  supervise  the  working  of 
this  Act,  it  must  be  borne  in  mind  that  the  Council  had  re- 
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fused  once  for  all  to  have  anything  to  do  with  the  working  of 
the  Act,  and  that  was  the  strongest  argument  against  the  Bill. 
It  would,  under  any  circumstances,  be  very  difficult  for  any 
body  to  supervise  the  examining  boards.  Then  there  was 
no  reference  to  any  plan  of  paying  the  gentlemen  who 
would  be  appointed  to  supervise  the  examinations,  or,  for 
that  matter,  the  payment  of  the  examiners,  and  they  could 
hardly  be  expected  to  work  for  nothing.  It  would  be  unfair 
to  place  not  only  the  examinations  or  the  supervision  of  them 
on  the  Medical  Officers  of  Health,  who  had  even  now  too  much 
work.  Clause  5  patented  the  "title"  of  midwife,  but  he  asserted 
that  there  was  no  need  for  this.  All  that  was  necessary  was  to 
define  the  duties  of  the  midwife.  The  clause  did  not  seek  to 
prevent  persons  practising  midwifery  who  were  unqualified. 
In  fact,  it  said  this — any  woman  can  practise  midwifery  as 
long  as  she  does  not  call  herself  "  midwife."  A  clause  similar 
to  Section  20  of  the  Apothecaries'  Act  should  be  introduced, 
viz.  : — "  That  if  any  person  practise  midwifery  for  purposes  of 
gain  without  being  registered,  such  person  shall  be  fined  not 
more  than  ;^20."  Clause  6  is  very  important,  especially  when 
taken  along  with  Clause  8.  It  places  Scotland  and  Ireland 
under  a  different  law.  It  meant  that  English  midwives  could 
go  to  Ireland  or  Scotland  to  practise,  but  Scottish  and  Irish 
midwives  could  not  come  over  here  to  practise,  and  if  they 
did  they  would  be  fined.  Why  deny  poor  lying-in  women  in 
Scotland  and  Ireland  the  suggested  benefits  of  the  Act !  In 
Clause  8  the  word  "  may  "  was  introduced,  and  in  an  Act  of 
Parliament  it  should  always  be  noted  that  "  may "  means 
"  shall  not."  In  Clause  6  it  is  stated  that  a  midwife  is  to 
"conduct  natural  labour  only,  and  in  accordance  with  the 
prescribed  regulations."  What  "  prescribed  regulations "  ? 
No  one  is  appointed  in  the  Bill  to  draw  them  up,  and  if 
they  were  drawn  up,  could  an  obedience  to  them  be 
enforced  ?  What,  again,  is  a  "  natural  labour  "  ?  Are  foot, 
knee,  breech,  face  and  brow,  "  natural  labours  "  ?  Again, 
what  is  the  use  of  defining  her  duties,  when  no  penalty  is 
imposed     if  the    midwife   conducts    "  unnatural "    labours  ? 
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Why  not  introduce  a  clause  stating  that  if  a  midwife  conduct 
unnatural  labours,  as  defined  by  the  General  Medical  Council, 
or  perform  any  obstetric  operation,  she  shall  be  fined  not  more 
than  ^20.  Clause  7  says  that  forty  shillings  may  be  charged 
for  examining  a  midwife,  and  five  shillings  for  registration. 
By  this  clause  she  can  be  examined  and  registered /"/-^^  of  any 
expense  whatever  to  herself  Under  Clause  9  two  classes  of 
women  are  to  be  registered  :  {a)  those  acting  as  bond-fide 
midwives,  and  {b)  those  who  enter  as  "  pupil  midwives  "  and 
register  within  eighteen  months  of  the  passing  of  the  Act. 
That  provision  would  certainly  lead  to  a  rush,  and  it  was 
quite  without  a  precedent.  The  Medical  Act  of  1858,  which 
established  our  Medical  Register,  ordered  that  two  classes  of 
practitioners  should  be  registered :  {a)  those  who  had  been 
in  practice  prior  to  181 5,  and  {U)  those  who  were  qualified  on 
or  after  the  passing  of  the  Act.  The  latter  had  all  to  produce 
their  degree  or  diploma.  The  former  had  only  to  sign  a 
statement  that  they  were  in  practice  "  prior  to  18 15."  Hence 
the  occurrence  of  this  statement  in  the  Medical  Register  of 
1859  after  the  name  of  a  few  men.  Practically  those  regis- 
tered without  having  a  degree  or  diploma  were  very  few  in- 
deed, as  such  must  have  been,  on  the  passing  of  the  Act,  about 
sixty-four  years  of  age.  But  in  this  Bill  it  is  proposed  to  place 
15,000  old  women  on  the  register  without  any  examination 
whatever,  and  on  the  condition  that  they  can  pay  not  more 
than  thirty  pence  for  their  diploma.  Not  only  so,  but  about 
9,000  or  more  women  can  be  registered  if  they  are  cute  enough 
to  become  "  pupil  midwives."  I  ask,  how  will  such  registra- 
tion protect  "  poor  lying-in  women  "  ?  Will  the  Government 
stamp  in  this  case  not  be  truly  deceptive  ? 

Then  in  regard  to  prosecutions  for  infringements.  Under 
the  Medical  Act  anyonCi  with  the  consent  of  the  General 
Medical  Council,  or  of  a  branch  council  or  medical  corpora- 
tion, could  initiate  proceedings,  but  in  this  Bill,  "no  private 
person"  could  institute  proceedings  except  with  the  consent 
of  the  Attorney  General  or  County  Council.  How  could  a 
mechanic  leave  his  work,  or  pay  for  stating  a  case  before 
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a  County  Council  ?  The  clause  was  meant  to  place  midwives 
beyond  the  power  of  those  who  would  employ  them.  Dr. 
Rentoul  called  attention  to  the  necessity  for  the  registration 
of  still-born  children.  He  had  inquired  in  his  neighbourhood, 
and  found  that  no  less  than  483  had  been  interred  at  eight 
cemeteries  in  and  about  Liverpool  in  twelve  months.  How 
many  had  been  burned,  put  in  the  dust  hole,  or  otherwise  dis- 
posed of  throughout  England  he  had  no  means  of  knowing — 
probably  15,000  at  least.  He  certainly  thought  they  ought  to 
introduce  a  clause  requiring  that  a  post-mortem  examination 
be  made  on  all  still-born  children  before  they  were  interred, 
and  that  they  be  interred  only  on  an  order  from  the  coroner 
after  he  had  ordered  the  official  examination.  At  present  no 
doctor's  certificate  was  necessary.  In  such  cases  there  were  no 
funeral  expenses,  no  clergymen's  fees,  and  there  was,  in  fact, 
every  inducement  to  declare  children  to  be  still-born  who 
were  really  born  alive  and  had  lived  for  some  hours  or  days. 
The  English  law,  indeed,  absolutely  forbade  the  registration 
of  still-born  children,  and  any  person  could  at  present  grant 
"a  certificate"  stating  that  it  was  still-born.  Such  was  ac- 
cepted by  the  registrar  of  the  cemetery — a  most  undesirable 
method,  and  one  very  likely  to  lead  to  most  serious  abuses. 

My  main  objections  to  such  a  Bill  are  {a)  that  no  person 
can  efficiently  practise  midwifery  unless  he  or  she  has  had  a 
complete  training  in  medicine  and  surgery,  and  {p)  that  the 
medical  schools  have  not  a  sufficient  number  of  lying-in-cases 
at  their  disposal  for  the  efficient  training  of  both  medical 
students  and  pupil  midwives  in  midwifery.  To  train  1,733 
students  we  require  at  least  51,990  cases  (thirty  for  each). 
At  fifty-three  of  our  hospitals  in  1889,  50,173  confinements 
took  place.  These  figures,  I  trust,  show  that  we  have  not 
any  cases  to  spare.  Therefore  let  us  perfect  the  education 
of  the  medical  student  before  we  attempt  to  lessen  the  oppor- 
tunities of  his  training. 

Mr.  Fell  Pease,  M.P.,  explained  how  he  had  been  in- 
duced to  back  the  Bill.  It  had  been  pointed  out  to  him  by 
lady   friends  that  it  was  necessary  for   midwives  to   be  re- 
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gistered  in  order  to  obtain  some  guarantee  of  their  efficiency 
and  Dr.  Aveling  had  hit  the  right  nail  on  the  head  in  speaking 
of  the  public  safety.  That,  of  course,  for  non-professional 
men  like  himself  was  the  reason  for  their  having  anything  to 
do  with  the  Bill.  It  was  for  the  purpose  of  helping  to  save 
the  lives  of  women  and  children  at  times  when  ignorance 
might  expose  them  to  the  most  serious  dangers.  Their  great 
object  was  to  achieve  this  as  simply  as  possible,  and  con- 
sequently they  had  brought  in  the  Bill  which  some  of  those 
present  seemed  to  think  was  unnecessary.  He  had  before 
him  the  draft  of  a  Bill  drawn  up  by  the  British  Medical  Asso- 
ciation. The  Council  of  the  Obstetrical  Society  had  endorsed 
the  Bill.  The  Government  from  time  to  time  had  felt  that 
this  question  ought  to  be  dealt  with,  and  they  had  had  the 
assistance  of  several  members  of  the  present  Government 
who  had  shown  them  the  drafts  of  the  Bills  that  had  been 
introduced  heretofore.  When  the  Bill  was  referred  to  a 
Select  Committee  they  had  the  advantage  of  all  the  Bills 
that  had  been  framed  before.  Of  course  it  was  exceedingly 
difficult  to  meet  the  views  of  everyone,  because  there  were 
such  differences  of  opinion,  and  no  doubt  the  opposition  to 
the  Bill  arose  from  very  different  motives.  He  was  glad 
to  find  that  Dr.  Rentoul's  opposition  was  not  against  the  Bill 
as  a  whole.  He  began  by  knocking  off  some  of  the  twigs 
without  going  to  the  root  of  the  tree.  He  said  they  wished 
to  gain  all  the  information  they  could  as  to  the  feelings  of 
professional  men  in  relation  thereto.  It  was  a  subject  upon 
which  they  must  know  much  more  than  a  non-professional 
man  could.  His  object  in  coming  to  the  meeting  that  evening 
was  to  gain,  not  to  impart,  information.  His  only  object  was 
the  general  good  and  the  public  safety.  Knowing  how  much 
damage,  how  much  suffering  was  caused  by  ignorant  people 
at  these  critical  moments,  they  were  endeavouring  to  raise  the 
standard  of  proficiency,  and  they  had  no  idea  that  it  could  in 
the  slightest  degree  interfere  with  the  interests  of  the  medical 
profession.  They  had  always  been  told  that  in  endeavouring 
to  raise  that  standard,  the  midwives  would  learn  the  extent  of 
VOL.  VI.— NO    24.  37 


562  The  British  Gyncsco logical  Society. 

their  own  ignorance,  and  he  had  heard  of  instances  in  other 
branches  of  the  profession,  and  in  other  professions  in  which 
this  had  certainly  been  the  case.  Therefore  in  instructing  these 
untaught  women  their  duty  they  would  the  more  readily  avail 
themselves  of  the  assistance  of  medical  men  than  they  would 
otherwise  do.  At  present  some  of  the  women  might  think  it 
rather  below  their  dignity  to  send  for  the  doctor,  but  when  they 
had  learned  the  difficulties  and  the  dangers  of  the  situation 
that  feeling  would  no  longer  obtain.  The  objections  that  had 
been  raised  to  various  points  would  be  better  answered  by 
Dr.  Aveling  and  by  his  colleagues.  There  was  the  question 
as  to  what  was  a  natural  labour  and  what  unnatural  —that,  of 
course,  members  of  Parliament  could  not  be  expected  to 
know  anything  about,  but  that  would  be  left  to  the  General 
Medical  Council.  (Dr.  Rentoul  :  Their  definition  would  not 
be  binding.)  They  must  remember  that  Acts  of  Parliament 
were  passed  by  men  who  were  not  specialists,  and  no  Act  was 
likely  therefore  to  meet  every  case,  but  if  they  referred  to 
those  who  might  be  supposed  to  know  all  about  it,  then  that 
ought  to  meet  all  objections.  He  was  very  pleased  to  come 
there  and  hear  what  their  objections  were. 

Dr.  Farquharson,  M.P.,  said  they  had  come  prepared  to 
listen  to  a  very  interesting  discussion,  and  Dr.  Aveling  had 
carried  conviction  to  his  mind.  The  public  safety  was  the 
key-note  of  their  action  ;  it  pointed  out  that  midwives  were 
practising  all  over  the  country  quite  unrestricted,  and  as  they 
could  not  stop  them,  the  object  of  legislation  was  to  regulate 
what  it  could  not  prevent.  If  they  adopted  this  prin- 
ciple, then  he  thought  that  all  the  details  became  simple 
matters  for  discussion.  Their  minds  were  quite  open  as  to 
the  details,  and  they  would  gladly  receive  any  assistance  from 
gentlemen  present  there  that  evening  or  others.  He  did  not 
think  that  there  was  very  much  chance  of  passing  the  Bill 
that  session,  though  he  hoped  it  would  ultimately  become 
law.  Dr.  Rentoul  had  devoted  himself  with  considerable 
energy  and  ability  to  the  consideration  of  the  details,  and  if 
he  would  embody  in  writing  his  objections  and  suggestions 
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they  would  at  all  times  receive  the  most  cordial  and  respectful 
consideration.  They  had  thought  it  better  not  to  lay  down 
any  elaborate  code  with  respect  to  natural  labour,  &c.,  which 
wa^  better  left  to  the  General  Medical  Council.  They  had 
been  told  that  the  Council  had  no  power  to  do  this,  but  the 
Council  had  not  questioned  its  capacity  to  fulfil  the  duty 
which  it  was  proposed  to  lay  upon  it  in  regard  to  framing  the 
regulations.  He  had  no  doubt  they  had  acted  under  legal 
advice  in  the  matter,  and  knew  what  they  were  about.  Then 
as  to  carrying  out  these  regulations,  it  had  been  said  that  the 
Council  had  no  power  to  enforce  them  when  made,  but  he 
pointed  out  that  it  had  at  its  back  the  Privy  Council,  which 
would  give  their  regulations  the  effect  of  law  and  enforce 
penalties  against  midwives  who  did  not  conform  to  the  law. 
He  did  not  speak  as  a  lawyer,  but  he  imagined  that  the 
General  Medical  Council,  with  the  Privy  Council  at  its  back, 
would  have  full  power  to  enforce  its  regulations  legally.  He 
pointed  out  that  it  was  necessary  to  provide  for  the  adminis- 
tration of  the  law,  and  they  had  selected  the  County  Councils. 
These  were  composed  of  men  of  business  who  were  fully  able 
to  carry  out  practical  matters,  and  would  be  perfectly  able  to 
fulfil  practical  duties  of  the  kind  alluded  to.  He  had  listened 
with  a  great  interest  to  the  discussion,  and  he  thought  they 
would  derive  some  valuable  hints  for  improving  the  Bill. 

Mr.  Rathbone,  M.P.,  said  they  were  anxious  to  obtain 
the  opinion  of  the  medical  bodies  in  respect  of  the  Bill.  He 
explained  that  they  were  asked  to  attend  the  meeting  of  the 
Parliamentary  Committee  of  the  British  Medical  Association, 
and  he  was  very  glad  to  have  had  the  opportunity  of  putting 
into  a  practical  form  any  s.uggestions  which  might  appear 
desirable  to  that  Committee.  He  had  therefore  asked  the 
Government  draughtsman  who  had  drawn  up  the  Bill  to  come 
with  them,  and  he  had  done  so.  He  was,  moreover,  delighted 
to  see  that  the  Committee  had  taken  the  same  precaution. 
He  only  regretted  that  Dr.  Rentoul  did  not  put  in  an 
appearance  on  that  occasion,  and  that  he  did  not  in  the 
presence  of  these  two  lawyers  make  his  criticisms,  for  they 
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might  then  and  there  have  been  cast  into  a  practical  form. 
Whatever  Dr.  Rentoul's  talent  might  be — and  he  was  sure  it 
was  considerable — he  would  be  disposed  to  rely  more  upon 
the  legal  opinion  of  these  two  gentlemen  as  to  practical 
affairs  in  reference  to  an  Act  of  Parliament  than  upon  his 
own  or  Dr.  Rentoul's.  He  thought  that  Dr.  Rentoul  was 
quite  mistaken  as  to  the  practical  consequences,  and  he  was 
afraid  that  he  did  not  look  upon  the  Bill  from  a  favourable 
point  of  view.  Indeed,  from  what  he  had  said  Dr.  Rentoul 
seemed  to  think  that  midwives  were  not  a  good  institution  at 
all,  and  that  labour  cases  ought  to  be  left  to  nurses  and 
medical  practitioners.  That  was  unfortunate,  but  this  idea 
was,  he  thought,  impracticable.  Their  object  was  to  improve 
the  condition  of  these  midwives,  and  what  these  midwives 
wanted  was  a  greater  amount  of  skill.  It  was  not  their 
object  to  restrict  them  in  any  way.  As  to  the  general 
principles  of  the  Bill,  he  pointed  out  that  in  such  matters  there 
must  be  two  sets  of  functions — one  that  belonged  to  them  as 
legislators,  and  the  other  in  regard  to  the  administration. 
These  two  sets  of  functions  were  always,  and  wisely,  kept 
separate  in  this  country.  The  House  of  Commons  was  not  a 
good  body  for  drawing  up  the  practical  details  of  a  measure 
like  this.  They  could  know  nothing  about  natural  labour, 
and  they  therefore  sought  out  the  best  body  they  could  find 
who  would  have  that  practical  knowledge  which  they  them- 
selves did  not  possess.  It  had  been  suggested  that  perhaps 
a  more  representative  body  than  the  General  Medical  Council 
might  be  better,  and  the  draughtsmen  put  their  heads 
together  to  form  such  a  representative  body,  but  when  they 
came  to  attempt  the  work  it  was  found  to  be  practically  im- 
possible, so  the  attempt  had  to  be  abandoned.  They  had 
therefore  fallen  back  upon  the  General  Medical  Council  to 
draw  up  the  details.  This  plan  would  have  the  advantage 
that  these  rules  could  be  altered  from  time  to  time  as  might 
seem  necessary  without  coming  to  that  technically  ignorant 
body,  the  House  of  Commons.  It  would  be  a  full  year  before 
the  rules  came  into  operation,  and  that  would  afford  ample 
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time  for  this  Society,  or  any  other,  to  lay  before  the  Medical 
Council  what  would  be  the  best  arrangements  to  make. 
Coming  from  such  a  body  as  this  Society,  their  sugges- 
tions would  naturally  receive  careful  and  intelligent  apprecia- 
tion. Surely  it  must  be  possible  in  this  way  to  draw  up  a 
much  better  set  of  rules  than  could  be  done  in  any  other 
way.  That  was  the  state  of  affairs.  He  would  ask  them 
to  consider  the  question  as  one  that  must  be  dealt  with  either 
by  them  or  by  the  Government.  They  had  been  most  anxious 
to  safeguard,  as  far  as  possible,  the  legitimate  rights  of  the 
medical  profession,  and  he  thought  that  Dr.  Rentoul  did  not 
appreciate  the  advantage  of  some  of  these  provisions  which 
they  had  had  considerable  trouble  to  adhere  to.  It  was  said. 
Why  should  you  forbid  these  poor  women  to  adopt  the  title  of 
midwife?  but  the  answer  was  that  if  the  word  could  be  used  by 
unqualified  persons,  then  the  public  would  suppose  that  they 
were  registered.  Instead  of  opposing  this  Bill  and  throwing 
them  to  the  end  of  a  Session,  it  would  have  been  far 
preferable  to  let  it  go  at  once  to  a  second  reading,  for  in  that 
way  they  could  make  a  much  better  Bill  of  it  than  they  could 
by  their  own  unaided  resources.  Many  inaccurate  impressions 
had  got  abroad,  and  they  rendered  it  very  difficult  for  them 
to  introduce  the  improvements  they  would  like,  or  to  carry  out 
the  practical  suggestions  of  the  profession,  to  which  they  would 
otherwise  be  delighted  to  listen.  He  assured  them  that  they 
were  painfully  aware  of  their  own  ignorance,  but  they  did  their 
best  to  get  the  requisite  information. 

Mr.  Pritchard  Morgan,  M.P.,  said  he  came  to  receive, 
and  not  to  impart,  information.  He  had  not  seen  the  Bill  until 
yesterday,  and  in  looking  over  it  he  observed  that  there  were 
two  or  three  matters  to  which  those  in  charge  of  the  Bill 
would  probably  give  their  attention.  For  instance,  there  was 
power  given  to  the  County  Council  to  appoint  one  board  of 
examiners,  but  in  London  it  would  be  necessary  to  have  a 
much  greater  number  for  such  a  large  district.  There  were 
other  details  of  this  kind,  upon  which  he  would  not  then 
insist.     It  was  proverbially  easy  to  drive  a  coach  and  four 
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through  an  Act  of  Parliament,  and  through  a  Bill  it  was  easy 
to  drive  a  team  of  bullocks  or  anything  else  they  chose.  The 
question,  however,  that  would  ultimately  have  to  be  considered 
by  the  House  of  Commons  was  this :  Ought  midwives  to 
exist  at  all,  and  if  so,  ought  they  to  be  put  under  some  kind 
of  supervision  ?  That  was  the  crux  of  the  whole  question. 
The  details  of  the  Bill  would  be  dealt  with  by-and-bye,  but 
after  it  had  passed  through  the  House  of  Commons  it  would 
probably  be  a  much  more  imperfect  piece  of  machinery  than 
it  was  in  its  present  form.  A  certain  learned  judge  had  once 
said  that  to  present  a  perfect  Bill  to  the  House  of  Commons 
was  like  presenting  a  new  watch  to  a  boy.  The  boy  takes 
out  one  or  two  wheels  and  then  the  watch  would  not  go  at 
all.  It  was  just  so  with  the  House  of  Commons.  They  took 
out  this  clause  and  that  clause,  and  then  the  Bill  became  alto- 
gether unworkable.  That,  however,  could  not  be  helped  ;  but 
if  midwives  were  to  exist  in  England  they  ought  at  any  rate 
to  be  controlled  to  the  extent  of  giving  them  a  hall  mark 
whereby  the  general  public,  and  poor  women  in  particular, 
might  be  protected  against  ignorant  persons,  and  not  be  im- 
posed upon  when  they  could  not  afford  to  pay  for  the  ser- 
vices of  a  medical  man.  In  conclusion,  he  said  that  he  should 
be  very  glad  to  render  the  Bill  every  assistance  in  his  power 
when  it  was  brought  before  the  House. 

Sir  Walter  Foster  then  said,  that  in  the  first  place  he 
ought  to  clear  up  one  point  which  had  just  been  brought  to 
his  notice  by  Dr.  Macnaughton  Jones  with  reference  to  the 
attitude  of  the  General  Medical  Council.  The  Council  had 
passed  a  resolution  which  was  very  favourable  to  the  promo- 
tion of  legislation.  The  Council  in  passing  that  resolution 
felt,  and  made  it  understood  that  they  could  not  undertake 
the  administration  of  any  Act  of  this  kind,  in  the  way  that 
they  administered  the  Medical  Acts,  as  it  would  add  enor- 
mously to  their  labours,  and  the  time  at  their  disposal  was 
limited.  Nevertheless  they  would  give  all  the  assistance  in 
their  power  in  drawing  up  rules,  and  discharging  the  func- 
tions contemplated  by  the  Bill.     It  would  be  the  duty  of  the 
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Privy  Council  to  see  that  the  regulations  were  binding.  That 
could  even  be  made  more  clear  in  the  draft  Bill.  He  did  not 
wish  to  enter  into  a  discussion  about  the  details  of  the  Bill. 
He  had  put  his  name  on  the  back  of  the  Bill  last  session ; 
and  it  had  added  another  terror  to  life.  He  had  not  done  so 
on  this  occasion,  for  with  his  many  professional  and  parlia- 
mentary occupations,  he  could  not  bear  the  additional  strain 
thrown  upon  him.  No  one  would  believe  the  worry  that 
this  particular  Bill  had  caused  him,  and  he  was  not  in- 
clined to  repeat  the  experience.  With  reference  to  the  Bill 
however  there  were  two  or  three  points  calling  for  notice. 
First  of  all  in  reference  to  the  public  safety.  He  himself  had 
seen  some  terrible  instances  of  the  results  of  ignorance  on  the 
part  of  midwives,  which  had  brought  death  and  desolation 
into  families,  and  this  he  wanted  to  try  and  prevent  by  pro- 
viding, that  in  future  only  properly  trained  midwives  should 
have  the  right  to  occupy  these  responsible  positions.  He 
thought  they  were  all  agreed  as  to  this.  He  did  not  think 
that  any  medical  man  would  allow  sordid  interests  to  inter- 
fere with  such  a  movement.  Last  year  the  Bill  was  not 
allowed  to  pass,  but  he  did  not  think  they  would  get  as 
good  a  Bill  in  the  future  as  that  one.  He  had  endeavoured 
to  improve  the  Bill,  and  the  select  Committee  had  a  good 
deal  of  labour  over  it,  that  was  not  "natural,"  but  really 
"  difficult "  labour.  He  had  been  animated  by  the  view  that 
it  would  do  good  to  the  medical  profession.  He  was  posi- 
tively pained  to  hear  of  medical  men  taking  ten  shillings  and 
less  for  a  case  of  midwifery.  He  contended  that  such  a  practice 
did  harm  to  the  profession  and  to  the  public.  If  they  wished 
to  elevate  the  profession  to  its  proper  level,  it  would  not  be  by 
conferring  titular  distinctions  upon  this  or  that  Court  Phy- 
sician. It  was  not  by  raising  the  social  status  of  the  leaders, 
but  by  raising  the  humblest  members  of  the  profession  that 
they  would  really  elevate  the  medical  body,  and  one  way  to 
effect  this  would  be  by  relieving  them  of  the  necessity  of  attend- 
ing midwifery  at  ten  shillings.  He  wanted  to  do  away  with  that 
and  to  introduce  a  class  of  persons  who  should  do  this  work 
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under  their  supervision,  and  with  proper  restrictions.  He 
hoped  therefore  when  this  Bill  appeared  in  the  House  of 
Commons  with  whatever  modifications  might  be  suggested, 
that  it  would  have  the  general  support  of  the  profession.  If 
that  were  the  case  the  Bill  would  have  a  fairer  chance  of 
running  through  the  House.  They  must  remember  that  no 
small  amount  of  opposition  came  from  the  midwives  them- 
selves, and  there  were  many  members  of  the  House  of  Com- 
mons who  resented  any  interference  with  "  the  liberty  of  the 
subject,"  and  who  on  that  ground  would  offer  opposition  to 
the  Bill.  He  did  not  believe,  if  the  Bill  were  passed,  that  it 
would  injuriously  affect  the  pecuniary  interests  of  the  pro- 
fession, but  rather  that  it  would  elevate  the  profession  as  a 
whole  and  would  relieve  them  of  a  great  deal  of  ill-paid  work. 
Dr.  Rentoul  said  there  would  be  113  licensing  bodies,  and  he 
had  alluded  to  the  advantages  of  the  one  portal  system.  He 
might  assure  him,  however,  that  the  one  portal  system  was  as 
dead  as  Moses.  He  himself  had  fought  for  it  for  years,  but 
the  Medical  Act  of  1886  had  killed  it,  at  any  rate  for  a  long 
time  to  come.  But  there  were  even  now.  Dr.  Rentoul  said, 
1 50  places  where  midwives  received  certificates — 113  would  be 
better  than  that.  In  any  case  he  had  great  confidence  in  the 
County  Councils.  They  must  remember  that  these  bodies 
were  going  to  be  most  important  bodies  in  the  country.  They 
would  in  the  future  appoint  Medical  Officers  of  Health  to  act 
as  their  medical  advisers,  and  there  would  be  a  special  de- 
partment of  health.  These  offfcers  would  control  the  sanitary 
work  in  their  respective  areas,  and  advise  the  Council  on  all 
medical  matters.  If  the  Government  entrusted  these  bodies 
to  perform  all  the  responsible  duties  that  had  been  cast  on 
them,  surely  they  might  be  made  good  enough  to  look  after 
these  particular  duties  as  regards  midwives,  especially  when 
they  had  skilled  medical  officers  to  help  them.  He  did  not 
care  how  stringent  the  rules  were  made.  There  would  be  a 
central  body  to  supervise  all  that.  He  would  only  appeal  to 
them  not  to  weight  the  Bill  with  too  many  provisions  in 
favour  of  the  profession,  for  there  was  a  very  strong  feeling 
in  the  House  against  such  proposals. 
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Dr.  Chapman  Grigg  insisted  upon  the  injustice  and 
cruelty  of  opposing  such  a  Bill.  It  was  far  in  advance  of  any 
preceding  Bill  on  the  subject.  The  first  Bill  of  the  kind  had 
received  almost  the  unanimous  support  of  the  profession,  yet 
that  Bill  gave  them  no  power  and  no  control  whatever  over 
the  curriculum  or  training  of  these  women  before  presenting 
themselves  for  examination.  It  provided  simply  a  machine 
for  examining  women.  Dr.  Grigg  had  introduced  this  part 
of  the  Bill.  He  pointed  out  that  the  present  system  was 
most  disgraceful  and  highly  unsatisfactory.  He  was  in  a 
position  to  know  something  about  the  matter.  He  trained 
yearly  numbers  of  women  who  went  up  to  the  Obstetrical 
Society  for  examination.  That  Society  was  doing  a  good 
work  in  inducing  these  women  to  qualify,  but  with  that 
they  must  not  rest  contented.  At  present  there  was  no 
power  to  control  the  period  of  study  or  the  training  of 
these  women.  The  Obstetrical  Society  simply  laid  down  a 
few  regulations,  and  if  the  certificates  corresponded  with 
the  schedule  of  regulations  the  women  were  admitted  to 
the  examination.  He  mentioned  the  case  of  a  woman  from 
the  Queen  Charlotte's  Hospital  who  had  not  attended  a 
single  case  of  labour,  but  who  got  her  certificates  signed 
by  a  House  Surgeon  who  had  to  be  got  rid  of  soon  after, 
and  although  the  Society  had  been  informed  of  the  way 
in  which  the  certificates  had  been  obtained  the  woman  was 
admitted  on  the  ground  that  as  the  certificates  were  in  due 
form  the  Society  had  no  right  to  refuse  her  admission  to  the 
examination.  This  showed  a  want  of  due  responsibility,  and 
that  was  what  they  deplored.  That  was  why  they  were  en- 
deavouring to  improve  the  standard.  At  present  a  large 
number  of  women  took  up  the  calling  either  without  receiving 
any  instruction,  or  obtained  a  certificate  from  the  Obstetrical 
Society  of  London  without  undergoing  any  systematic  educa- 
tion or  properly  supervised  practical  training.  Thoroughly 
trained  midwives  always  looked  to  the  medical  man 
of  the  locality  as  their  great  help  in  cases  of  difficulty. 
The  more  educated  they  were  the  more  disposed  were  they  to 
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call  in  a  doctor  directly  anything  went  wrong.  That  indeed 
was  an  important  part  of  their  training,  it  was  because  the  un- 
trained did  not  know  their  business  that  they  were  so 
reluctant  to  ask  for  the  assistance  of  a  medical  man  There 
was,  however,  a  defect  in  the  Bill,  and  that  was  in  consti- 
tuting the  General  Medical  Council  the  body  to  administer 
the  rules.  He  asked  whether  it  would  not  be  possible  to 
form  a  Board  preferably  not  consisting  of  more  than  six 
members,  say  three  to  be  elected  by  the  Medical  Council  and 
three  to  be  appointed  by  the  Privy  Council,  such  members 
to  hold  office  for  three  years,  two  retiring  annually,  of  whom 
three  should  be  country  practitioners  and  three  metropolitan. 
The  profession  would  be  more  in  touch  with  such  a  body,  and 
the  necessity  for  re-appointment  would  infuse  new  blood  from 
time  to  time. 

Dr.   LovELL  Drage   moved  that  the  discussion  be  ad- 
journed until  the  next  meeting.     This  was  carried. 

The  Society  then  adjourned. 
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Wednesday,  December  10,  1890. 

C.  H.  F.  ROUTH,  M.D.,  President,  in  the  Chair. 

Present:  28  Fellows,  13  Visitors. 

The  following  was  elected  a  Fellow  of  the  Society  :  Dr.  L. 
L.  Lankford,  Virginia,  U.S.A. 

The  following  was  proposed  for  election  :  Dr.  Farquharson, 
Newcastle. 

Dr.  Purcell  showed  a  specimen  removed  from  a  patient 
aged  forty-five,  who  was  admitted  on  September  23rd,  com- 
plaining of  bearing  down  pains  on  moving.  Nothing  abnormal 
was  discovered  in  the  abdomen,  but  per  vaginam  in  the  right 
posterior  cul  de  sac  a  moveable  mass  was  detected,  across  the 
lower  part  of  which  a  vessel  was  felt  to  enter.  It  was  behind 
and  directly  to  the  left  of  the  uterus,  the  depth  of  which  was 
normal.  'The  abdomen  was  opened  in  the  middle  line  under 
ether,  and  the  tumour,  about  the  size  of  an  orange,  removed. 
The  tumour  evidently  consisted  of  the  right  ovary ;  the  left 
was  seen  to  be  cystic.  It  turned  out  to  be  a  dermoid  cyst 
and  contained  hair.  The  patient  had  made  a  good  recovery  so 
far  as  the  operation  was  concerned,  but  she  was,  unfortunately, 
suffering  from  heart  disease. 

Dr.  Purcell  then  showed  another  specimen  removed  from 
a  woman,  aged  forty-three,  admitted  on  November  14th,  the 
mother  of  four  children.  A  year  ago  she  had  experienced  pain 
in  the  right  ovarian  region,  and  the  abdomen  commenced  to 
swell.  She  was  thought  to  be  pregnant.  Some  time  after  this 
she  was  admitted  to  the  Chelsea  Hospital  for  Women,  where 
she  was  examined  by  a  number  of  medical  men,  but  was 
ultimately  discharged  without  anything  being  remarked.  The 
abdomen  went  on  swelling  until  it  attained  the  size  which  it 
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was  when  she  was  admitted.  The  patient  was  the  subject  of 
an  umbilical  hernia.  There  was  dulness  up  to  the  umbilicus 
in  the  middle  line  and  into  both  loins,  tympanitic  at  the  epi- 
gastrium. He  was  assisted  in  the  operation  by  Mr.  Jessett. 
He  made  a  three-inch  incision  in  the  middle  line,  and  on 
opening  theabdomen  a  quantity  of  straw-coloured  fluidescaped, 
and  on  introducing  the  hand  a  new  growth  connected  with  the 
right  broad  ligament  was  felt,  but  no  sign  of  a  cyst  wall.  The 
mass  was  soft  and  irregular,  about  the  size  of  the  fist.  There 
were  no  peritoneal  or  intestinal  adhesions.  A  ligature  was 
applied,  and  a  second  still  lower,  and  the  growth  was  removed 
with  scissors.  It  was  thought  to  come  from  the  Fallopian 
tube,  so  it  was  also  removed.  There  was  some  difficulty  in 
arresting  the  haemorrhage,  A  glass  drainage  tube  was  left  in 
for  eight  days.  Altogether  about  loj^  pints  of  fluid  escaped. 
It  resembled  ascitic  fluid,  but  the  last  to  escape  was  ropy  and 
viscid.  The  fluid  was  highly  albuminous,  and  contained  cells 
and  granules.  Patient  made  a  very  good  recovery.  No  ovary 
could  be  found  ;  it,  the  fimbriated  extremity  of  Fallopian  tube, 
and  portion  of  the  tube  formed  the  mass.  The  growth  removed 
in  appearance  closely  resembles  an  intra-cystic  growth.  It  is 
made  up  of  irregular  masses,  held  together  by  slender  threads 
after  the  manner  of  a  bunch  of  grapes.  These  masses  arc  again 
made  up  of  smaller  ones,  and  are  composed  of  small  cysts, 
containing  fluid,  and  papillomatous  nodules,  which  help  to 
cause  the  irregularity  of  surface,  and  very  closely  resembles 
minute  intra-cystic  growths.  The  tissue  is  soft,  and  can  easily 
be  broken  down.  A  section  made  through  what  appeared  to 
be  more  solid  tissue  passes  through  a  cyst  size  of  little  finger 
nail,  containing  clear  fluid.  A  second  cyst  opened  contained  an 
intra-cystic  growth ;  rest  of  the  section  shows  a  firm  tissue, 
and  evidently  the  ovary.  Attached  to  this  mass  on  one  side 
is  what  is  undoubtedly  the  fimbriated  extremity  of  the 
Fallopian  tube,  and  the  whole  mass  of  the  tumour  gives  the 
idea  of  having  sprung  from  this  spot — an  oval-shaped  surface 
externally,  into  which  growth  protrudes,  will  be  found  to 
correspond  with  one  end  of  the   portion   of  Fallopian   tube 
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removed.  Microscopical  examination  of  a  portion  of  the 
tumour  shows  it  to  be  made  up  of  small  branching  papillae  ; 
the  stroma  is  myxomatous,  with  branching  stellate  cells, 
which  near  the  extremity  the  papillae  appear  as  branches  of 
spindle  cells.  The  stroma  is  pierced  by  cystic  spaces,  into 
which  branching  papillae  project ;  the  stroma  contains  small 
blood-vessels.  There  is  a  covering  epithelium.  The  same 
epithelium  lines  the  cysts  in  the  stroma. 

Adjourtied  Discussion  on  the  Midwives^  Registration  Bill. 

Dr.  LOVELL  Drage  observed  that  the  Bill  had  been  intro- 
duced by  the  Midwives'  Institute,  and  had  been  backed  up  by 
various  professional  bodies,  such  as  the  Obstetrical  Society 
and  the  British  Medical  Association,  but  he  pointed  out  in 
regard  to  the  latter  that  at  the  general  meeting  a  motion  had 
been  carried  in  favour  of  postponing  action  in  respect  of  the 
Bill.  He  asked  whether  the  Fellows  of  the  Obstetrical  Society 
had  been  consulted  with  regard  to  the  matter  before  a  decision 
had  been  arrived  at  ?  As  a  matter  of  fact  they  had  not  been 
consulted,  and  he  urged  that  in  these  days  of  representative 
institutions,  the  course  adopted  was  not  the  proper  thing.  He 
objected  to  persons  puttingforwardtheir  own  opinions  through 
the  organisations  which  they  represented.  He  explained  the 
silence  by  the  fear  that  the  bulk  of  the  profession  would  not 
ratify  their  views.  The  two  points  calling  for  attention  were 
([)  the  necessity  for  such  a  Bill,  and  (2)  the  propriety  and 
justice  of  this  particular  Bill.  As  to  the  necessity.  Dr.  Aveling 
had  brought  forward  certain  figures  which  Dr.  Moullin  had 
proved  to  be  utterly  worthless.  In  the  Medical  Press  he  had 
challenged  anyone  to  produce  figures  to  prove  that  the  mor- 
tality among  lying-in  women  was  influenced  to  any  apprecia- 
ble extent  by  the  kind  of  attendance  she  received  at  the  time  of 
labour.  No  one  had  taken  up  his  challenge,  and  for  very  good 
reason,  viz.,  that  the  preventible  mortality  amongst  women,  at 
all  events  in  private  practice,  was  due,  not  to  defective  attend- 
ance at  the  time  of  delivery,  but  to  defective  hygienic  surround- 
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ings  and  improper  nursing  afterwards.  What  was  wanted,  then 
was  improved  nursing  among  the  poor,  and  not  the  creation  of 
a  new  order  of  second-rate  practitioners.  Their  own  profession 
had  been  purged  from  this;  the  old  apothecary  had  disappeared, 
and  no  one  regretted  him,  and  taking  it  altogether  he  thought 
it  was  a  very  retrograde  proposal.  They  had  been  told  that 
two-thirds  of  the  women  in  the  country  districts  were  attended 
by  mid  wives,  but  in  his  own  district  there  were  197  births  last 
year,  and  to  his  knowledge  167  of  them  were  attended  by 
practitioners,  and  of  the  remainder  it  was  no  more  than 
probable  that  many,  if  not  most,  were  attended  by  other 
medical  men  in  the  district.  He  thought  the  observation  that 
Members  of  Parliament  often  knew  nothing  of  the  Bill  which 
they  were  backing  was  borne  out  by  the  remarks  that  had 
fallen  from  the  speakers  at  the  last  meeting.  He  suggested 
that  if  it  was  necessary  to  protect  the  public  from  one  class  of 
people,  it  was  equally  incumbent  upon  them  to  protect  them 
against  opticians  and  electrical  quacks.  It  was  not  a  fact  that 
any  women  were  unable  to  have  the  assistance  of  a  medical 
man,  because  the  poor-law  was  there  to  help  those  who  were 
unable  to  provide  for  themselves.  They  were  all  agreed  that 
women  should  have  the  best  possible  attendance,  but  the  Bill 
proposed  to  hand  them  over  into  the  hands  of  a  partially- 
trained,  perhaps,  but  wholly  uneducated  class.  He  urged  that 
the  object  of  the  Medical  Act  of  1886  would  be  stultified  by 
such  a  Bill.  He  observed  that  comparison  between  labours 
in  lying-in  institutions  and  those  outside  was  unfair,  seeing  the 
advantages  attending  the  former  in  the  matter  of  skilled 
assistance,  cleanliness,  &c.  In  the  country  these  midwives 
would  have  their  reputation  to  make,  and  they  could  hardly 
do  otherwise  than  give  it  to  be  understood  that  they  were 
better  than  the  ordinary  doctor.  It  was  idle  to  talk  about 
restrictions,  for  no  rules  that  human  ingenuity  could  frame 
could  keep  them  within  the  limits  of  their  duty. 

The  President  read  a  letter  from  Dr.  Fitzgerald,  who 
regretted  that  he  was  unable  to  be  present,  and  said  that  he 
could  not  understand  anyone  maintaining  an  attitude  ofoppo- 
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sition  to  the  Bill,  which  was  calculated  to  recommend  itself  to 
all  unprejudiced  persons.  Midwives  existed,  and  could  not  be 
abolished,  and  he  did  not  think  that  any  member  of  their  noble 
profession  would  oppose  a  measure  intended  to  improve  their 
condition  from  purely  trade  interests.  If  the  Bill  was  imperfect 
it  could  be  amended,  but  it  ought  not  to  be  opposed,  seeing 
that  it  was  for  the  benefit  of  the  public. 

Dr.  Macnaughton  Jones  said  it  was  no  ordinary  in- 
terest he  took  in  this  Bill.  He  had  for  years  been  engaged  in 
the  training  of  midwives,  and  in  1872  had  taken  the  major 
part  in  starting  for  this  object  an  institution  in  the  South  of 
Ireland,  the  only  one  of  its  kind  south  of  Dublin.  The  Cork 
Maternity  had  relieved  to  this  date  over  6,700  women,  a 
large  number  of  intelligent  midwives  had  been  thus  trained, 
and  in  addition  it  had  been  the  means  of  educating  practically 
some  hundreds  of  medical  students.  Therefore,  it  was  that 
he  took  more  than  a  passing  interest  in  any  effort  to  improve 
the  education  of  midwives.  He  would  recall  the  attention  of 
the  Fellows  to  Dr.  Aveling's  paper.  In  the  first  place,  he 
should  say  he  objected  to  the  title  of  the  Bill.  He  would 
prefer  "  The  Education  and  Control  of  Midwives  (England) 
Bill."  This  would  not  pledge  them  to  the  principle  of  regis- 
tration, and  would  show  that  the  operation  of  the  Bill  does  not 
extend  to  Ireland  or  Scotland. 

Dr.  Aveling  puts  several  questions  : — 

1.  "  /y  the  public  safety  a  subject  demanding  legislative 
action  ?  "  I  say,  yes  !  But  "  public  safety  "  is  a  term  of  wide 
and  general  application,  and  it  has  to  be  pointed  out  that 
imperfect  or  defective  laws,  made  under  this  plea,  which 
stereotype  abuses,  have  been  at  all  times  fertile  causes,  not  of 
safety  but  of  danger  to  the  public. 

2.  Dr.  Aveling  asks :  "  Is  the  calli?ig  of  a  viidiuife  one 
which  under  the  plea  of  public  safety  shoidd  be  dealt  with  by  the 
Legislature  ?  "  I  reply,  yes,  so  far  as  such  legislative  action 
shall  efficiently  prevent  malpraxis  and  the  consequence  of 
ignorance  or  unjustifiable  assumption  of  responsibility  on  the 
part  of  a  midwife. 
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3.  Dr.  Aveling  enquires,  "  Does  not  humanity  prompt  the 
employment  of  active  measures  to  prevent  the  death  and  misery 
caused  by  midwives  ?  "  I  say,  certainly  !  Dr.  Aveling  might 
have  included  this  third  question  in  his  second  ;  "  humanity  " 
and  "  pubhc  safety  "  are  terms  closely  allied,  so  far  as  the 
operation  of  the  laws  affecting  society,  which  both  enforce,  is 
concerned. 

4.  "  We  want,"  Dr.  Aveling  says, "  a  ready  and  inexpen- 
sive method."  For  "  ready  and  inexpensive "  I  read  cheap 
and  imperfect.  Further  on  he  states  that  "  the  preliminary 
expenditure  of  time  and  money  which  will  be  required,  will 
make  it  more  difficult  for  women  to  adopt  this  calling. 
Evidently,  however,  he  gauges  this  obstacle  at  a  low  figure, 
for  he  regards  it  as  "  ready  and  inexpensive." 

5.  "  The  Bill  does  not  create,"  says  Dr.  Aveling  (referring 
to  the  clause  enabling  existing  "  Gamps  "  to  register)  "  ignorant 
Gamps."  I  say,  no,  but  it  places  them  on  the  register  and  thus 
legalises  their  ignorance. 

Dr.  Aveling  puts  the  query  : — 

6.  "  Are  midwives  to  be  abolished  or  bettered  ?  "  "  Bet- 
tered," I  reply,  certainly ;  but  not  at  the  expense  of  [what  Dr. 
Aveling  himself  regards  as  the  raison  d'etre,  of  this  Bill]  the 
public  safety,  the  disregard  of  professional  traditions,  just 
and  vested  professional  rights,  and  not  by  the  bungling  and 
uncertain  methods  proposed  by  this  Bill.  "  An  intelligent 
midwife,"  says  Dr.  Aveling,  "  is  a  great  boon  to  the  doctor." 
"  Certainly,"  I  reply,  "  but  a  meddlesome  and  officious  one 
is  his  greatest  curse." 

Dr.  Aveling  says  that  the  Bill  "  does  not  construct  a  new 
order  of  medical  practitioners."  I  say  it  does.  It  simply 
differentiates  the  midwife  practitioner  as  a  lower  class  of 
medical  practitioner. 

Dr.  Aveling  says  that  the  General  Council  of  the  British 
Medical  Association  began  to  take  an  interest  in  this  Bill  in 
1873;  in  1883  it  began  to  draft  a  Bill,  in  1890  it  completed  its 
labours,  producing  this  confessedly  imperfect  scheme.  It 
seems  that  for  seventeen  years  the  Council  had  been  in  labour 
and  at  last  had  to  fall  back  on  Dr.  Aveling  to  deliver  it. 
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As  to  the  Obstetrical  Society,  I  am  a  Fellow  of  that  body, 
yet  I  heard  nothing  of  the  consideration  or  approval  of  the 
Bill  by  the  Council  of  that  body  until  I  was  asked  by  an 
outsider  by  circular  if  I  approved  of  it  or  not,  when  I  replied 
in  the  negative. 

Dr.  Aveling  asks  us  to  state  candidly  whether  we  intend 
to  amend  or  destroy  the  Bill.  We  do  not  intend  to  amend  or 
destroy  a  satisfactory  Bill,  but  to  amend  a  bad  W(\.,and  if  those 
amendments  are  not  accepted,  to  do  our  utmost  to  destroy  it. 

"  Do  not  attend  to  details  and  attack  principlesl^  says  Dr. 
Aveling.  He  tells  us  we  cannot  destroy  a  tree  by  hacking 
at  its  twigs. 

I  tell  Dr.  Aveling  that  "  details  "  are  not  the  twigs  but  the 
very  roots  of  this  tree.  A  tree,  we  are  told,  "  is  known  by  its 
fruit."  It  will  be  too  late  to  go  even  at  the  twigs  when  the 
roots  are  firmly  set,  and  this  obnoxious  measure  has  begun 
to  bear  fruit. 

Gentlemen,  if  this  Society  were  to  approve  of  this  Bill  we 
should  be  "  buying  a  pig  in  a  bag."  As  usual,  the  threat  is 
held  out,  "  if  you  do  not  accept  this  Bill  you  will  get  a  worse 
one  forced  on  you."  Medical  legislation  reminds  one  of  the 
game  of  football ;  the  game  is  maintained  by  the  dual  forces 
of  medical  exigency  and  political  convenience.  Anything  is 
good  enough  at  the  hurried  end  of  a  session  for  that  pro- 
fession whose  highest  motto  (adopted  by  one  of  our  Medical 
Journals)  is — "  Salus  populi  suprema  lex."  Judged  by  the 
principle  of  that  motto  this  Bill  stands  condemned.  The 
mountain  had  laboured  and  brought  forth  a  mouse — not 
even  a  healthy  mouse,  but  an  abortion  or  more  correctly  a 
dangerous  and  misshapen  product  of  conception.  Meddle- 
some midwifery,  we  are  told,  is  bad — meddlesome  medical 
legislation  is  worse — unless  it  be  provided  with  all  those  safe- 
guards which  harmonious  action  with  the  medical  profession 
alone  secures. 

Dr.  Aveling's  resolution  is  absolutely  a  colourless  one. 
It  asks  us  to  approve  of  a  principle ;  it  does  not  refer  to 
this  Bill  before  us. 

VOL.  VI.— NO.  24.  35 
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I  beg  to  move  as  an  amendment  that  "this  Society, 
while  recognising  the  necessity  for  such  legislation  as  shall 
prevent  incompetent  women  acting  as  midwives,  does  not 
approve  of  the  proposed  '  Midwives'  Registration  Bill.' " 

The  Association  considers  that  the  Bill  does  not  provide 
for  the  public  safety,  and  regards  its  clauses  as  inadequate  to 
secure  competent  midwives  for  the  necessitous  poor. 

[The  second  clause  of  this  amendment  Dr.  Macnaughton 
Jones  subsequently  consented  to  withdraw,  Dr.  Aveling 
agreeing  to  accept  the  first  as  a  substitute  for  his  resolution]. 

Dr.  Woods  said  Dr.  Aveling  had  asked  them  whether  they 
wished  to  oppose  the  Bill  absolutely,  or  criticise  the  details. 
He  urged  that  it  was  their  duty  to  oppose  it,  both  in  principle 
and  in  detail.  The  principle  appeared  to  be  that  midwives 
were  competent  to  attend  ordinary  labours,  therefore  that  they 
should  be  trained  and  registered  for  the  purpose.  He  had 
turned,  however,  to  one  of  the  latest  works  on  midwifery  (the 
compilation  of  American  Obstetrics),  and  he  had  remarked 
that  Engleman,  in  discussing  the  reasons  of  the  excessive 
mortality  among  lying-in  women,  observed  that  it  arose  from 
"a  prejudice  that  has  been  handed  down  for  centuries  that 
midwives  were  competent  to  attend  normal  labour."  Engle- 
man insisted  upon  the  fact  that  the  so-called  normal  labours 
caused  a  large  number  of  accidents.  It  was  evident,  therefore, 
that  the  very  principle  was  wrong.  As  regards  the  details,  so 
many  criticisms  of  an  unanswerable  character  had  been  ad- 
vanced, that  no  one  had  attempted  to  defend  the  Bill.  It  had 
been  admitted  that  a  coach-and-four  might  be  driven  through 
it,  and  that  there  were  errors  in  every  clause  calling  for 
correction.  He  pointed  out  in  reference  to  Clause  6,  that  it 
contained  no  provision  excluding  medical  practitioners  from 
its  scope,  and  consequently  a  female  medical  practitioner 
would  be  debarred  from  recovering  for  such  attendance,  be- 
cause she  was  not  on  the  Midwives'  Register.  Secondly,  it 
said  that  none  but  a  registered  midwife  shall  be  entitled  to 
recover,  while  the  Medical  Act,  1886,  said  just  the  contrary. 
He  contended  that  it  was  clearly  made  out  in  that  Act  that 
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midwifery  was  a  branch  of  medicine,  and  he  contended  that 
it  was  going  back  to  the  plan  of  fragmentary  diplomas,  to 
authorise  unqualified  women  to  practise  in  that  department- 
He  added  that  the  Act  would  place  midwives  in  the  same 
position  in  the  eyes  of  the  law  in  regard  to  registration,  as  an 
F.R.C.S.  for  example. 

Dr.  HODSON  said  that  it  had  been  argued  that  other 
countries  gave  a  legal  status  to  midwives,  but  so  did  this 
country  until  about  a  hundred  years  ago,  when  it  was  found 
necessary  to  put  a  stop  to  it.  He  denied  that  they  exercised 
their  calling  without  restriction.  In  case  of  misconduct  they 
were  liable  to  civil  and  criminal  action,  and  this  was  a  sufficient 
check.  He  discussed  the  position  of  a  qualified  midwife  in  the 
case  of  an  inquest,  and  urged  that  the  jury  would  certainly  be 
satisfied  with  her  assurance  that  everything  necessary  was 
done,  without  calling  for  any  medical  evidence.  Far  from  the 
public  wanting  these  women,  they  avoided  them,  and  only  had 
recourse  to  their  services  when  pressed  by  poverty.  He  denied 
altogether  that  the  medical  profession  had  asked  for  the  Bill. 
He  pointed  out  that  the  Registrar-General  had  given  3,000  as 
the  probable  number  of  midwives  attending  180  cases  a  year, 
yet  they  were  expected  to  attend  a  month  on  each  case,  so 
this  must  be  a  mistake.  In  the  East-end  of  London  there 
were  many  medical  men  who  attended  two  or  three  hundred 
cases  a  year  personally.  In  his  own  neighbourhood  not  more 
than  6  per  cent,  were  attended  by  midwives.  He  said  that 
the  deaths  had  been  put  at  i  in  600  among  those  attended 
"  by  medical  men  and  midwives."  They  were  thus  coupled 
together  as  co-equal.  If  they  admitted  that  for  midwifery 
purposes  medical  men  and  midwives  were  equal,  although  one 
was  vastly  superior  to  the  other,  then  they  must  admit  that 
the  unregistered  midwife  was  the  equal  of  her  registered 
sister,  who  after  all  knew  but  a  little  more.  As  to  the  Act 
lessening  the  number  of  midwives,  he  asked  whether  the 
Dentists  Act  had  lessened  the  number  of  dentists,  and 
whether  the  Pharmaceutical  Act  had  lessened  the  number  of 
chemists  ?     Nothing  of  the  kind.     They  would  simply  bring 
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into  existence  a  number  of  women,  people  who,  until  the  Bill 
had  been  passed,  would  never  have  thought  of  attending  mid- 
wifery cases.  In  fact,  they  would  be  giving  partially  educated 
women  the  Government  stamp.  If  they  were  going  to  register 
existing  midwives  he  did  not  see  how  they  could  avoid  regis- 
tering those  who  practised  as  monthly  nurses.  The  same  thing 
occurred  under  the  Dentists  Act,  when  bricklayers  and  the 
like  managed  to  get  registered  as  dentists. 

Dr.  Mackenzie  said  that  if  they  admitted  women  to 
practise  midwifery,  they  would  soon  have  them  prescribing 
for  children's  ailments  and  minor  ailments  of  all  kinds. 
He  pointed  out  that  this  was  already  the  case  in  respect 
of  women  who  had  been  turned  out  by  private  medical 
men,  or  quasi-private  institutions,  as  qualified  masseuses. 
He  had  already  reviewed  instances  of  this  sort  of  thing. 
It  would  be  a  thousand  times  worse  if  these  women 
were  let  loose  on  society  with  a  sort  of  hall  mark.  He 
concurred  in  the  view  that  if  existing  midwives  were  admitted 
to  registration  it  would  be  impossible  to  refuse  the  hospitality 
of  the  Register  to  monthly  nurses,  of  whose  behaviour  he 
quoted  an  instance.  He  urged  that  if  a  plebiscite  were  taken 
of  the  whole  body  of  general  practitioners,  there  would  be  a 
majority  of  thirty  to  one  against  it.  It  was  evident  to  anyone 
who  took  the  trouble  to  read  the  Bill  that  not  one  coach  and 
horses  could  be  driven  through  it,  but  the  whole  of  a  coaching 
club. 

Mr.  George  Brown  said  that  really  there  did  not  remain 
much  to  be  urged  against  the  Bill,  after  all  that  had  been  ad- 
vanced. He  regretted  that  so  little  had  been  said  on  the 
other  side  in  its  defence,  but  the  Society  was  entitled  to  the 
thanks  of  the  profession  for  having  afforded  an  opportunity  of 
discussing  this  important  measure.  If  the  British  Medical 
Association  had  done  the  same  thing  before  expressing  an 
opinion,  it  would  have  been  more  satisfactory.  He  urged  that 
it  was  their  duty  to  vote  against  it,  for  it  affected  the  interests 
of  medical  men  more  than  any  other  proposal  that  had  been 
made  during  the  last  twenty  years,     He  urged  that  for  many 
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years  they  had  been  trying  to  lay  down  the  importance  and 
the  necessity,  in  the  public  interest,  of  ensuring  that  the  public 
should  be  treated  only  by  those  thoroughly  experienced  in  all 
branches  of  the  medical  profession.     In    1886,  after  a  great 
deal  of  trouble,  they  had  succeeded  in  inducing  the  Govern- 
ment to  pass   an  Act  providing  that  in  future,  sick  people 
should  only  be  attended  by  men  who  had  testified  to  their 
proficiency  in  medicine,  surgery,  and  midwifery.     Now  it  was 
proposed  to  go  back  on  that  entirely,  and  raise  a  new  order 
of  practitioners,  who  would  be  authorised  by  law  to  attend 
midwifery  cases.  This  was  a  very  serious  position  to  be  taken 
by  any  body  of  men,  whether  the  British  Medical  Association 
or  any  other.     It  amounted  to  this — that  they  were  going  to 
the  Government  to  ask  them  to  go  back  on  their  word,  and 
authorise  persons  to  attend  in  only  one  department  of  the 
profession.     He  hoped  that  the  Society  would  not,  as  it  were, 
make  their  past  labour  vain  by  any  such  measure.     It  had 
been  said  that  the  •  Bill  was  necessary  in  the  interests  of  the 
important   body  of  midwives,  but  he  maintained   that  these 
women   constituted  a  danger  to  the  public,  and  the  proper 
thing  to  do  was  to  squelch  them  entirely  out  of  existence. 
The  public  would  not  have  these  women  unless  they  were 
forced  upon  them.     No  woman  went  to  a  midwife  if  she  could 
possibly  help  it.     He  was  sorry  that  the  Poor-law  put  women 
into  the  hands  of  midwives.    The  Boards  did  this  for  the  sake 
of  economy,  and  that  in  itself  was  an  evil.     He  could  under- 
stand their  going  to  Parliament  to  ask  that  really  qualified 
persons    should    be   insisted   upon,   either   medical   men   or 
medical  women,  to  discharge  these  functions.     That  at  any 
rate  would  be  logical.  They  had  thrown  open  the  doors  of  the 
profession  to  women.     They   could  all   come  in,  but  unfor- 
tunately lady  doctors  did  not  appear  to  lay  themselves  open 
to  this  sort  of  work.     That  brought  him  to  this  point,  viz.. 
It  had  been  put  forward  at  the  last  meeting  that  they  were 
opposing  this  Bill  in  merely  sordid  interests.     This  he  denied. 
He  himself  had  long  ceased  to  attend  midwifery,  but  he  was 
none  the  less  strongly  opposed  to  the  Bill,  because  he  felt  that 
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his  opposition  was  in  the  public  interests.  The  Bill  consti- 
tuted a  public  danger,  and  he  had  great  pleasure  in  supporting 
the  amendment  brought  forward  by  Dr.  MacNaughton  Jones. 
He  denied,  moreover,  that  these  women  were  wanted.  The 
average  weekly  number  of  births  in  London  was  about  2,250, 
and  there  were  5,000  medical  men  practising  within  the 
metropolitan  area.  That  made  about  one  case  a  fortnight 
for  each  of  them.  In  conclusion,  he  urged  that  they  would 
be  neglecting  their  duty  to  the  profession  and  to  the  public 
if  they  did  not  oppose  this  Bill  in  every  possible  way. 

Dr.  Bedford  Fenwick  said  that  in  the  first  page  of 
Dr.  Aveling's  paper  they  were  asked  to  examine  the  grounds 
upon  which  the  superstructure  was  raised.  This  ground  in 
Dr.  Aveling's  paper  was  simply  figures,  and  these  figures  were 
stated  to  be  only  of  an  approximate  character.  He  did  not 
give  them  chapter  and  verse  for  any  of  them,  and  he  could 
only  express  his  surprise  and  regret  that  Dr.  Aveling  should 
have  ventured  to  bring  such  figures  before  a  scientific  society. 
If  they  considered  the  number  of  births  in  England  and  Wales 
and  remembered  that  half  were  attended  by  midwives,  "  it 
would  be  evident  that  by  adding  the  lives  of  the  mothers  to 
those  of  the  children,  they  would  get  a  total  of  lives  placed  at 
the  mercy  of  midwives  of  900,000."  In  Dr.  Aveling's  paper  in 
the  British  Medical  Journal  the  mnnber  of  births  was  given 
as  900,000,  and  he  asked  him  to  explain  the  discrepancy. 
That  was  only  one  instance  of  the  inaccuracy  that  pervaded 
Dr.  Aveling's  paper.  Dr.  Aveling  had  repeatedly  stated  that 
the  average  mortality  was  3  per  600  among  women  attended 
outside,  while  that  in  lying-in  hospitals  was  i  in  650.  He  had 
taken  the  trouble  to  work  out  some  figures  for  himself,  and 
this  was  what  he  found.  At  the  Imperial  Lying-in  Hospital  at 
Vienna  the  death-rate  since  1881  had  been  7  per  1,000 — equal 
to  4.2  in  600.  At  the  Paris  Maternite,  from  1882-7,  the 
average  had  been  11  per  1,000 — equal  to  6.6  in  600.  Of  course 
they  might  be  told  that  these  hospitals  were  worked  by  be- 
nighted— but  let  it  be  remembered,  State  registered — midwives, 
so  he  would  turn  to  English  hospitals,  where  this  was  not  the 
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case.  At  the  institution  in  York  Road  the  mortahty  was  6  in 
1, 000 — equal  to  3.6  per  600.  In  the  figment  that  was  brought 
before  the  pubHc  it  was  stated  that  the  awful  mortality  through- 
out England  and  Wales  was  i  in  200 — that  is,  3  in  600,  but, 
as  he  had  shown,  the  lowest  mortality  in  the  above  lying-in 
institutions  was  1.6  in  600,  and  this  figure  was  usually  largely 
exceeded.  He  urged  that  they  must  bear  in  mind  that  this 
was  really  legislation  for  the  medical  profession.  Fifty  years 
ago  the  chemists  were  controlled  by  medical  men.  Then,  very 
wisely  for  themselves,  they  formed  a  society,  and  got  altogether 
out  of  the  sphere  of  medical  men's  influence.  What  results 
this  had  had  for  the  public  and  the  profession  they  knew  but  too 
well.  If  they  were  going  to  allow  midwives  to  be  controlled  by 
the  County  Councils,  it  would  be  inviting  disaster.  Midwives 
ought  certainly  to  be  better  trained,  but  they  ought  to  be 
controlled  by  medical  men,  so  that  they  might  know  what 
their  training  was,  and  how  their  practice  was  carried  on. 
But  it  was  a  revolutionary  and  indefensible  principle  to  hand 
these  ignorant  women  over  to  a  group  of  equally  unskilled 
laymen. 

Dr.  Bantock  said  that  at  their  last  meeting  he  had 
pointed  out  that  no  definite  issue  was  before  the  meeting,  and 
he  was  glad  that  Dr.  Jones  had  brought  a  definite  motion 
before  them.     He  would  have  great  pleasure  in  supporting  it. 

Dr.  Fenton  said  that  there  was  not  such  a  difference  of 
opinion  between  Dr.  Aveling  and  his  opponents  as  one 
might  have  thought  from  the  heat  of  the  debate.  As  strongly 
as  he,  each  speaker  agreed  that  midwives  as  at  present 
existing  were  an  ill-educated  lot,  for  the  duties  they  had  to 
perform,  and  that  it  should  be  the  desire  of  medical  men  to 
improve  them  and  to  materially  better  their  education.  The 
Bill  was  undoubtedly  an  effort  in  that  direction.  Until  they 
defined  what  a  midwife  was  they  could  do  nothing.  He  ad- 
mitted that  at  first  many  women  would  be  admitted  who  ought 
not  to  be  registered,  but  they  would  gradually  be  eliminated 
by  a  natural  process  of  selection.  As  a  body,  any  process  of 
suppression  was  impossible.  Good  or  bad  the  midwives  would 
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be  always  with  them.  This  being  the  case,  he  urged  that 
they  should  endeavour  to  make  the  best  of  them.  He  did  not 
see  why  a  man  in  large  midwifery  practice  should  not  have  a 
dozen  or  so  of  these  women  to  watch  his  cases.  After  all 
they  were  but  watchers.  Labour  was  a  perfectly  natural 
process,  unless  something  went  wrong.  As  for  any  mystic 
rites  the  less  of  them  that  were  performed  the  better.  (A 
Fellow  :  What  about  the  perineum  ?)  The  perineum  should 
be  left  severely  alone.  He  asked  them  whether  it  was  not 
their  everyday  experience  that  the  better  a  nurse  was  the 
less  she  relied  upon  her  own  unaided  resources,  and  the  more 
readily  she  fell  back  upon  the  medical  man  as  her  guide, 
philosopher  and  friend  ?  It  was  only  the  untrained  and  the 
ignorant  who  considered  that  their  dignity  w^s  at  stake  when 
the  doctor  was  called  in.  He  regretted  that  all  the  speakers 
were  on  one  side  that  evening,  but  he  was  proud  that  their 
Society  should  have  been  the  one  to  take  into  their  confidence 
the  medical  profession  in  order  to  discuss  the  subject.  He 
felt  sure  the  effect  of  the  debate  would  be  to  improve  the  Bill. 
He  mentioned  that  he  was  collecting  the  material  of  the 
debate,  and  hoped  to  hand  copies  to  the  gentlemen  who  had 
the  conduct  of  the  Bill  in  the  House  of  Commons.  The 
Bill  was  to  come  on  for  a  second  reading  on  January  27th, 
and  by  that  time  any  Member  of  Parliament  would  have  the 
opportunity  of  acquainting  himself  with  the  views  that  had 
been  expressed  upon  the  subject. 

Dr.  Heywood  Smith  said  it  seemed  useless  to  attempt 
to  stem  the  tide  of  opposition,  but  he  pointed  out  that 
it  was  a  mistake  to  oppose  the  Bill  because  it  had  been 
introduced  by  this  or  that  group  of  persons.  At  the 
last  meeting  it  was  said  that  there  was  an  absolute  ne- 
cessity for  some  such  legislation,  and  with  this  he  thought 
all  of  them  would  agree — that  midwives  ought  to  be  better 
educated.  He  thought  that  Parliament  should  step  in 
and  insist  upon  this.  They  had  heard  a  lot  of  nonsense 
talked  about  a  little  knowledge  being  a  dangerous  thing, 
but  it  was  a  mistake  to  compare  midwives  and  medical  men. 
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The  duties  of  midwives  were  laid  down,  and  medical  men 
ought  to  be  thankful  that  there  was  a  prospect  of  poor  women 
being  attended  by  a  better  class  of  women  in  the  hour  of 
labour.  Medical  women  like  medical  men  had  a  right  to 
recover  fees  for  midwifery  attendance.  Registration  was  not 
a  diploma.  He  said  that  sooner  or  later  midwives  must  be 
under  medical  supervision.  As  regards  the  position  of  medical 
men,  there  was  no  doubt  that  if  midwives  liked  to  strain  a 
point  as  chemists  often  do,  they  would  make  mistakes  and  the 
public  would  ultimately  have  to  fall  back  upon  the  doctor. 
Possibly  Dr.  Lovell  Drage's  district  might  be  one  where 
people  could  afford  more  generally  to  pay  for  the  services  of 
medical  men.  [Dr.  LovELL  Drage  :  It  is  a  poor  agricul- 
tural district]  It  was  necessary  to  place  before  Members  of 
Parliament  the  points  upon  which  amendments  were  desir- 
able. Of  course,  it  would  press  hard  upon  certain  people,  but 
this  might  be  said  of  any  reform.  He  agreed  that  it  was 
after  all  a  question  of  public  safety.  The  lying-in  hospitals 
were  doing  their  best  to  send  out  a  good  class  of  midwives, 
but  in  spite  of  this  there  were  a  number  of  uneducated 
women.  He  urged  that  though  the  Bill  might  not  be  perfect 
there  was  no  reason  why  it  should  not  be  licked  into  shape  in 
Committee. 

Dr.  AvELiNG  said  he  feared  he  would  have  had  to  take  up 
a  large  amount  of  the  time  of  the  Fellows  in  answering  a 
number  of  objections,  but  he  was  happy  to  be  able  to  state 
that  an  arrangement  had  been  made  with  the  mover  of  the 
last  amendment  which  had  resulted  in  its  being  so  altered  that 
it  would  probably  receive  general  assent.  The  two  principal 
points  for  which  he  had  contended  had  been  agreed  to  by  the 
majority  of  speakers,  viz.:  That  midwives  ought  to  be  better 
educated,  and  that  legislation  was  required  to  prevent  incom- 
petent women  acting  as  midwives.  As  the  amendment 
expressed  this  opinion  he  was  willing  to  withdraw  his 
resolution.  He  did  not  think  the  Bill  perfect,  but  he  thought 
there  would  be  no  difficulty  in  making  it  so  by  utilizing  the 
valuable  criticisms  which  had  been  offered  during  the  debate. 
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There  were,  however,  some  points  upon  which  he  would 
like  to  say  a  few  words.  His  figures  had  been  unmercifully 
assailed,  but  he  believed  they  still  remained  approximately 
true.  The  question  of  the  registration  of  mid  wives,  however, 
did  not  depend  upon  him  or  his  figures.  The  constantly  recur- 
ring reports  of  fatal  malpraxis  among  midwives  were  stronger 
arguments  than  any  numerical  ones  he  could  give. 

It  had  been  suggested  that  the  Bill  would  open  a  wide 
field  for  nefarious  practices.  There  are  no  grounds  for  this 
fear.  Ignorance  and  crime  are  fast  friends.  A  better  educa- 
ted class  of  midwives  will  also  be  a  more  moral  class.  In  a 
paper  on  "  Infanticide  in  Liverpool,"  read  before  the  Social 
Science  Association,  Mr.  Lowndes,  among  the  preventive 
measures,  gives  the  first  place  to  the  recommendation  that 
"  No  women  should  be  allowed  to  practise  as  midwives  unless 
duly  qualified."  "  The  practice  of  midwifery  by  unlicensed 
persons,"  he  says,  "  should  be  punished  by  a  heavy  fine  or 
imprisonment.  By  these  means  we  should  get  rid  of  that  low 
class  of  midwives  which  infests  all  large  towns  as  well  as  many 
smaller  ones  and  villages,  most  of  whom  are  incompetent,  and 
many  of  whom  are  ready  to  connive  at  concealment  of  birth, 
fraud  and  even  foul  play." 

Dr.  Aveling  said  he  noticed  with  great  regret  the  absence 
of  Dr.  Rentoul.  Everyone  must  have  appreciated  the  valuable 
criticisms  upon  the  Bill  which  he  made  at  the  last  meeting, 
and  when  the  time  comes  for  the  amended  Bill  to  be  further 
amended  his  remarks  must  receive  grave  consideration.  It 
was  impossible  to  conceive  that  he  should  have  spent  so  much 
time  in  pointing  out  the  deficiencies  of  the  Bill  and  suggesting 
remedies  for  its  imperfections  if,  in  his  heart,  he  felt  no  Bill 
was  to  be  passed.  His  remarks,  which  were  delivered  with 
cool  deliberation,  were  not  destructive,  but  constructive.  He 
perhaps  made  a  mistake  in  wishing  to  fix  minute  details  by 
the  Bill,  the  disadvantage  of  which  was  pointed  out  by  Mr. 
Rathbone,  who  said  that  the  advantage  of  the  Medical  Council 
and  Privy  Council  being  able  to  make  rules  was  that  they 
could  be  altered  from  time  to  time,  as  might  seem  necessary, 
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without  coming  to  the  House  of  Commons.  Dr.  Rentoul  was 
not  an  uncompromising  opponent.  He  had  favoured  the 
speaker  with  the  conditions  which  would  make  him  work  for 
a  Bill  to  register  midwives.  The  first  was  that  it  should 
restrict,  with  penalties,  the  duties  for  midwives  to  cases  of 
labour  in  which  the  vertex  alone  presents.  The  second  was  a 
guarantee  that  in  future  no  Bill  would  be  introduced  giving 
midwives  further  powers.  The  third  was  that  the  great  mass 
of  the  profession  approved  of  the  Bill.  Dr.  Aveling  thought 
there  ought  to  be  no  difficulty  in  agreeing  with  the  spirit  of 
these  conditions.  He  believed,  however,  that  one,  after  due 
consideration,  would  not  be  insisted  upon,  viz. :  the  restriction 
of  midwives  to  the  management  of  cases  of  vertex  presentation 
only.  In  occipito-posterior  positions,  when  the  foetal  head 
rotates  into  the  hollow  of  the  sacrum  instead  of  in  front, 
great  danger  to  mother  and  child  may  result  if  the  case  is  not 
most  skilfully  treated.  Dr.  Busey,  speaking  of  vertex  presen- 
tations in  the  "  System  of  Obstetrics,"  says,  "  If  I  were  asked 
what  one  obstetrical  difficulty,  in  my  experience,  has  caused 
most  maternal  and  foetal  deaths — not  necessarily  fatal 
accidents,  however,  often  making  the  rest  of  life  worthless,  or 
still  worse  than  worthless,  a  tragedy — I  think  I  would  say 
occipito-posterior  positions,  where  the  occiput  has  rotated 
into  the  hollow  of  the  sacrum,  and  which  have  been  impro- 
perly treated."  Lying-in  hospitals  had  found  from  experience 
what  cases  their  midwives  might  safely  attend,  and  surely 
from  the  experience  of  these  Institutions  the  "  Prescribed 
regulations"  might  be  framed.  The  whole  profession  would 
be  against  the  establishment  of  a  class  of  midwives  higher 
than  that  proposed  by  the  Bill.  There  could  be  no  grade 
between  a  midwife  and  a  medical  woman. 

In  conclusion,  Dr.  Aveling  hoped,  as  it  had  been  unani- 
mously agreed  by  the  Society  that  the  education  of  midwives 
ought  to  be  improved,  and  that  legislation  was  required  to 
prevent  incompetent  women  acting  as  midwives,  that  the 
Fellows  would  use  their  influence  to  have  the  amended  Bill 
read  a  second  time,  after  which  the  proposed  additional  amend- 
ments might  be  duly  considered,  and,  if  approved,  adopted. 
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He  had  just  received  a  note  from  Dr.  Holman,  which 
showed  that  as  far  as  the  British  Medical  Association  was 
concerned  it  was  not  the  Parliamentary  Bills  Committee  alone 
which  favoured  the  registration  of  midwives  : — 

"  The  Barons,  Reigate, 

"■(^th  December,  1890. 

"Dear  Dr.  Aveling, — The  South-Eastern  Branch  of  the 
British  Medical  Association  met  to-day,  and  resolved,  '  That 
the  general  principles  embodied  in  the  Midwives'  Registration 
Bill  be  approved.  The  South-Eastern  Branch  numbers  over 
500  members,  and  it  was  a  full  meeting  of  Council.  The  sub- 
districts  of  the  Branch  have  nearly  all  agreed  to  resolutions  in 
favour  of  the  Bill,  and  expressing  complete  confidence  in 
leaving  the  matter  in  the  hands  of  the  Parliamentary  Bills 
Committee  of  the  Association. 

"  Yours  faithfully, 

"  C.  Holman." 

Dr.  Mansell  Moullin's  amendment  having  been  lost,  Dr. 
Macnaughton  Jones'  altered  amendment,  namely  : — that  this 
Society,  while  recognising  the  necessity  for  such  legislation 
as  shall  prevent  incompetent  women  acting  as  midwives,  does 
not  approve  of  the  proposed  "  Midwives'  Registration  Bill," 
which  had  been  adopted  as  a  substantive  resolution,  was  put 
and  unanimously  agreed  to. 

A  vote  of  thanks  to  Dr.  Aveling  was  proposed  by  the 
President  and  carried  by  acclamation. 

The  Society  then  adjourned. 

[We  append  a  reprint  of  the  Bill  for  the  information  of 
those  who  may  not  have  seen  it.— Ed.,  British  Gyncecological 
Journal^ 
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MIDWIVES   REGISTRATION   BILL. 
\As  amended  by  the  Select  Committee^ 

Arrangement  of  Clauses. 

Clause     I.  Short  title. 

„         2.  Rules  respecting  examination  of  midwives. 

„         3.  Examination    and   registration   of  midwives   by 

County  Council. 
„        4.  Regulations  by  Privy  Council. 
„         5.  Registration. 
„         6.  Privileges  of  registration. 
„         7.  Fees  and  expenses. 
„         8.  Provision  as  to  Scottish,  Irish,  and  as  to  colonial 

and  foreign  midwives. 
„        9.  Provision  for  existing  midwives. 
„       10.  Power   to   Privy  Council  to  establish  a  general 

regfister  of  midwives. 
„       II.  Notice  of  death  of  midwives. 
„       12.  Supplemental  provision  as  to  register. 
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A  BILL 

[As  amended  by  the  Select  Committee?^ 
To  Provide  for  the  Registration  of  Midwives. 

(Prepared  aJid  brought  in  by  Mr.  Fell  P ease ^  Sir  Frederic  Fitzwygram, 
Sir  Roper  Lethbridge^Dr.  Farqtiharson^  Mr.  Rathbone^  and  Mr.  Pritchard 
Morgajt.) 

Ordered,  by  the  House  of  Commons,  to  be  Printed,  iZthJuly,  i8go. 

Be  it  enacted  by  the  Queen's  most  Excellent  Majesty,  by 
and  with  the  advice  and  consent  of  the  Lords  Spiritual  and 
Temporal,  and  Commons,  in  this  present  Parliament  assembled, 
and  by  the  authority  of  the  same,  as  follows  : 

I.  This  Act  may  for  all  purposes  be  cited  as  the  Midwives 
Act,  1890. 

2. — (i.)  For  the  purpose  of  the  examination  of  women 
desiring  to  act  as  midwives,  the  General  Council  shall,  as  soon 
as  may  be  after  the  passing  of  this  Act,  cause  to  be  framed 
and  approve  rules  regulating  the  conditions  of  admission  to 
examinations  and  the  course  of  study  to  be  pursued  previous 
to  examination,  the  qualifications  of  examiners,  the  method 
and  periods  and  the  subjects  of  such  examinations,  and  the 
general  standard  to  be  attained  by  women  passing  the  exami- 
nations, with  a  view  to  secure  the  possession  of  adequate 
knowledge  and  practical  skill  by  all  women  who  pass  those 
examinations. 

(ii.)  The  General  Council  shall  submit  the  rules  approved 
by  them  to  the  Privy  Council  for  confirmation. 

(iii.)  A  draft  of  the  rules  shall,  at  least  one  month  before 
they  are  considered  by  the  Privy  Council,  be  published  in  such 
manner  as  the  Privy  Council  may  direct  as  sufficient  to  give 
information  thereof  to  all  persons  interested,  and  the  Privy 
Council,  after  taking  into  consideration  any  representations 
made  to  them  in  writing  during  one  month  after  such  publi- 
cation, may  confirm  the  rules,  either  with  or  without  modifica- 
tions or  additions. 

(iv.)  The  rules  when  so  confirmed  shall  be  forthwith  offi- 
cially published  under  the  superintendence  of  Her  Majesty's 
Stationery  Office. 
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(v.)  If  the  General  Council  fail  to  make  such  rules  as  the 
Privy  Council  can  confirm  before  the  last  day  of  June  one 
thousand  eight  hundred  and  ninety-one,  the  Privy  Council 
shall  forthwith  cause  rules  to  be  framed  for  the  purposes  in 
this  section  mentioned,  and  such  rules  shall  take  effect  as  if 
they  had  been  made  by  the  General  Council  and  confirmed 
by  the  Privy  Council. 

(vi.)  New  rules  may  be  made  by  the  General  Council  and 
confirmed  by  the  Privy  Council  in  like  manner  as  original 
rules,  and  if  the  General  Council,  within  a  reasonable  time 
after  they  are  so  required  by  the  Privy  Council,  fail  to  make 
any  new  rules  to  the  satisfaction  of  the  Privy  Council,  the 
Privy  Council  may  cause  new  rules  to  be  framed,  and  those 
rules  shall  have  effect  as  if  they  had  been  made  by  the  General 
Council  and  confirmed  by  the  Privy  Council. 

3. — (i.)  After  rules  for  the  examination  of  midwives  made 
under  this  Act  have  been  officially  published,  every  County 
Council  shall  provide  for  the  execution  of  this  Act  within  their 
county,  and  for  that  purpose  shall — 

(«.)  Appoint  a  sufficient  number  of  competent  examiners, 
to  be  approved  by  the  Privy  Council,  and  provide 
for  the  examination,  in  the  prescribed  manner,  and 
in  accordance  with  the  said  rules,  of  women  desir- 
ing to  act  as  midwives ;  and 
((5.)  Grant  to  every  woman  who  passes  the  examination 
in  accordance  with  the  standard  fixed  by  such 
rules  the  prescribed  certificate  that  she  is  entitled 
to  be  registered  as  a  midwife,  and  that  certificate 
shall  entitle  her  to  be  registered  in  the  midwives' 
register  of  any  county  in  which  she  is  or  is  about 
to  be  ordinarily  resident  or  acting  as  a  midwife  ; 
and 
(r.)  Keep  a  record  of  the  midwives  to  whom  any  such 
certificate  is  granted,  and  a  register  of  midwives 
ordinarily  resident  or  acting  as  midwives  in  the 
county  who  hold  certificates  granted  under  this 
Act  by  that  or  any  other  County  Council,  or  arc 
otherwise  entitled  to  be  registered  under  the  pro- 
visions of  this  Act. 
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(ii.)  The  said  provision  for  the  examination  of  midwives 
shall  enable  women  to  be  examined  at  such  places  in  the 
county  as  seem  expedient  to  the  County  Council  for  the  purpose 
of  enabling  persons  to  be  examined  within  a  reasonable  dis- 
tance from  the  place  where  they  reside :  Provided  that  no 
woman  shall  have  any  right  to  claim  to  be  examined  until 
after  she  has  first  produced  a  certificate  from  a  registered 
medical  practitioner  practising  in  the  district  in  which  she  is 
herself  resident  that  she  is  of  good  conduct  and  in  good  health, 

(iii.)  The  said  record  and  register  shall  repectively  be  kept 
in  such  manner  and  form  as  may  be  prescribed  by  regula- 
tions of  the  Privy  Council,  and  those  regulations  shall  provide 
for  an  entry  in  a  separate  column  of  the  register,  opposite  the 
name  of  each  person,  of  words  indicating  the  qualification 
entitling  such  persons  to  be  registered,  and  any  other  special 
diploma  or  certificate  which  is  held  by  such  person,  and  which 
the  Privy  Council  may  by  order  specify  as  being  sufficient  for 
registration. 

(iv.)  Every  County  Council  shall  give  the  prescribed 
public  notice  of  the  establishment  of  a  midwives'  register 
and  of  the  provisions  made  for  the  examination  and  registra- 
tion of  midwives. 

(v.)  If  in  the  opinion  of  the  Privy  Council  any  County 
Council  fail  to  make  adequate  provision  for  the  holding  of 
examinations  in  accordance  with  this  Act,  the  Privy  Council 
may  take  such  steps  by  appointing  examiners  and  otherwise 
as  may  appear  to  them  necessary  to  secure  the  due  conduct 
of  such  examinations,  and  any  expenses  from  time  to  time 
certified  by  the  Privy  Council  to  have  been  incurred  through 
the  exercise  of  this  power  shall  be  defrayed  in  like  manner  as 
expenses  incurred  by  the  County  Council  in  the  execution  of 
this  Act. 

(vi.)  Any  two  or  more  County  Councils  may,  with  the 
consent  of  the  Privy  Council,  combine  together  for  the  pur- 
poses of  holding  examinations  and  of  keeping  a  register 
under  this  Act,  or  for  either  of  those  purposes. 

4.  The  Privy  Council  shall  make  regulations  for  carrying 
this  Act  into  effect,  and  in  particular  for  the  following  pur- 
poses or  any  of  them ;  that  is  to  say, 
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(^.)  Providing  for  and  enforcing  the  supervision  of  the 
examinations  under  this  Act,   and  the  presence 
thereat  of  persons  appointed  in  manner  provided 
by  such  regulations,  for  the  purpose  of  securing 
that  a  uniform  standard  of  knowledge  and  skill 
may  be  required  from  all  persons  to  whom  certi- 
ficates are  granted  under  this  Act : 
(^.)  Providing  for  erasing  from  the  midwives'  register  the 
names   of  women  who  are  dead  or  have  ceased 
to  act  as  midwives,  and  for  erasing  the  names  of 
women  or  suspending,  subject  to  the  prescribed 
right  of  appeal  to  the  Privy  Council,  any  women 
from   acting   as   midwives   who  have   been   con- 
victed  of   offences,   or   have  been   guilty   of  in- 
famous or  disgraceful  conduct  in  relation  to  their 
duties  as  midwives,  or  of  gross  incompetence,  or 
of  any  breach  of  the  regulations  under  this  Act 
respecting  such  duties,  or  of  repeated  drunken- 
ness, and   for   the   endorsement  of  any  order  of 
suspension  on  the  certificate  of  registration  of  the 
women  suspended,  and  for  the  publication  of  the 
fact  of  the  removal  of  the  name  of  any  womdn 
from   the   register,  or  of  the  suspension  of   any 
women,   and   for   the   restoration   of  any  women 
who  may  have  been  struck  off  the  register,  or  who 
may  have  been  suspended. 
{c.)  Providing  for  the  issue  to  every  registered  midwife  of 
a  certificate  of  registration,   and  requiring  every 
registered  midwife  to  produce  her  certificate  on 
demand  to  the  prescribed  persons. 
(^.)  Regulating  any  matter  directed  by  this  Act  to  be 
prescribed. 
And  the  Privy  Council  may  attach  to  the  breach  of  any 
such  regulations  such  fines,  not  exceeding  in  any  case  forty 
shillings  to  be  recovered  on  summary  jurisdiction,  as   they 
may  think  necessary. 

5.  From  and  after  the  first  day  of  January  one  thousand 
VOL.  VI. — NO.  24.  39 
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eight  hundred  and  ninety- two  a  person  shall  not  be  entitled 
to  take  or  use  the  name  or  title  of  midwife  (either  alone  or  in 
combination  with  any  other  word  or  words),  or  any  name, 
title,  addition,  or  description,  implying  that  she  is  registered 
under  this  Act,  or  is  specially  qualified  to  act  as  a  midwife, 
unless  she  be  registered  under  this  Act. 

Any  person  who,  after  the  first  day  of  January  one 
thousand  eight  hundred  and  ninety-two,  not  being  registered 
under  this  Act,  shall  take  or  use  the  name  of  midwife,  or  any 
other  such  name,  title,  addition,  or  description  as  aforesaid, 
shall  be  liable,  on  summary  conviction,  to  a  fine  not  exceeding 
five  pounds ;  provided  that  nothing  in  this  section  shall  apply 
to  legally  qualified  medical  practitioners. 

6.  A  woman  registered  under  this  Act  shall  be  entitled  to 
act  as  a  midwife  in  the  United  Kingdom.  From  and  after 
the  first  day  of  January  one  thousand  eight  hundred  and 
ninety-two  no  woman  shall  be  able  to  recover  any  fee  or 
charge  in  any  court  for  attendance  or  services  rendered  as  a 
midwife  unless  such  woman  is  registered  under  this  Act,  and 
the  certificate  of  registration  under  this  Act  shall  be  a  certifi- 
cate entitling  a  woman  to  act  as  a  midwife  in  cases  of  natural 
labour  only,  in  accordance  with  the  prescribed  regulations. 

7. — (i.)  The  County  Council  may  charge  the  prescribed 
fees  in  respect  of  the  examination,  certificate,  and  registration 
of  any  person,  the  inspection  of  the  record  or  register,  and 
other  matters,  so  that  the  total  of  the  fees  charged  in  respect  of 
the  examination  and  certificate  does  not  exceed  forty  shillings, 
and  so  that  the  fee  does  not  exceed  in  respect  of  the  regis- 
tration of  any  person  five  shillings,  and  in  respect  of  the 
inspection  of  the  record  or  register,  or  any  other  matter,  one 
shilling. 

(ii.)  The  fees  received  by  a  County  Council  under  this  Act 
shall  be  carried  to  the  county  fund ;  and  all  expenses  incurred 
by  a  County  Council  in  the  execution  of  this  Act  shall  be  de- 
frayed out  of  the  county  fund  as  general  expenses. 

8.  A  woman  who  has  obtained  in  Scotland  or  Ireland,  or 
in   any  British   possession,  or  in  any   foreign  country,  any 
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license  or  other  authority  to  act  as  a  midwife,  may,  under 
such  restrictions  as  may  be  prescribed  for  the  purpose  of 
securing-  a  sufficient  guarantee  of  good  character  and  good 
health,  and  the  requisite  knowledge  and  skill,  be  registered 
in  a  midwives'  register  in  the  prescribed  manner. 

9. — (i.)  Every  woman  who  at  the  passing  of  this  Act  is  bond 
fide  acting  as  a  midwife,  or  has  served  as  a  pupil  midwife  in 
some  hospital  or  other  public  institution,  and  claims  to  be 
registered  before  the  expiration  of  eighteen  months  after  the 
passing  of  this  Act,  and  produces  the  prescribed  evidence  of 
her  title  to  be  so  registered,  shall  be  entered  in  a  midwives' 
register,  and  any  such  woman  shall  be  entitled  at  any  time 
thereafter  to  present  herself  for  examination  under  this 
Act,  at  such  reduced  rate  of  fee  as  the  Privy  Council  may 
prescribe. 

(ii.)  The  fee  for  the  registration  of  any  such  person  shall 
not  exceed  two  shillings  and  sixpence. 

10. — (i.)  The  Privy  Council  may  provide  by  their  regula- 
tions for  the  keeping  and  the  publication  from  time  to  time 
of  a  general  register  of  midwives,  and  either  for  the  trans- 
mission by  the  registrar  of  every  county  register  to  the 
registrar  of  the  general  register  of  the  names  of  all  midwives 
registered  in  the  county  register  and  the  payment  by  the 
County  Council  of  the  prescribed  portion  of  the  registration 
fees  towards  the  expenses  of  the  general  register,  or  for  the 
discontinuance  of  the  county  registers  and  the  registration  in 
the  general  register  of  all  persons  entitled  to  be  registered  as 
midwives,  and  the  keeping  of  such  local  registers  and  regis- 
tration offices  as  appear  to  the  Privy  Council  requisite. 

(ii.)  If  the  sums  received  on  account  of  the  registration 
fees  and  by  the  sale  of  the  general  register  do  not  suffice  to 
defray  the  expenses  of  keeping,  printing,  and  publishing  that 
register,  the  deficiency  shall  be  charged  in  the  prescribed 
proportions  on  the  county  funds  of  the  several  counties,  and 
any  sum  certified  by  the  Privy  Council  to  be  so  charged  on 
any  county  fund  shall  be  paid  by  the  County  Council  to  or  to 
the  order  of,  the  Privy  Council  on  denic^nd, 
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(iii.)  The  provisions  of  this  Act  relating  to  the  erasure  and 
suspension  of  names  shall  apply  to  the  general  register  in  like 
manner  as  to  the  county  registers,  and  a  midwife  shall  have 
the  like  right  to  be  registered  in  the  general  register,  and  that 
registration  shall  have  the  like  effect  as  if  the  general  register 
were  a  county  register. 

1 1 .  Every  registrar  of  deaths  in  England  and  Wales,  on 
receiving  notice  of  the  death  of  any  woman  on  any  county 
midwives'  register,  shall  forthwith  transmit  by  post  to  the 
registrar  under  this  Act  a  certificate  under  his  hand  of  such 
death ;  and  on  receipt  of  such  certificate,  the  registrar  shall 
erase  the  name  of  such  woman  from  the  register  of  midwives, 
and  shall  transmit  to  the  said  registrar  of  deaths  the  cost  of 
such  certificate  and  transmission. 

12.  A  midwives'  register  shall  be  deemed  to  be  in  proper 
custody  when  in  the  custody  of  the  officer  appointed  to  keep 
the  same  (in  the  Act  referred  to  as  the  registrar),  and  shall  be 
of  such  a  public  nature  as  to  be  admissible  in  evidence  on  its 
mere  production  from  that  custody. 

13.  Every  County  Council  shall,  in  every  year,  cause  the 
register  kept  by  them  under  this  Act  to  be  printed,  published, 
and  sold,  and  a  copy  of  such  register  for  the  time  being  shall 
be  evidence  in  all  courts  that  the  women  therein  specified  are 
registered  according  to  the  provisions  of  this  Act;  and  the 
absence  of  the  name  of  any  woman  from  such  copy  shall  be 
evidence,  until  the  contrary  be  made  to  appear,  that  such 
woman  is  not  registered  according  to  the  provisions  of  this 
Act :  Provided  always,  that  in  the  case  of  any  woman  whose 
name  does  not  appear  in  such  copy,  a  certified  copy  under 
the  hand  of  the  registrar  of  the  entry  of  the  name  of  such 
woman  on  the  register  shall  be  evidence  that  such  woman  is 
registered  under  the  provisions  of  this  Act. 

14.  Any  woman  who  wilfully  procures  or  attempts  to 
procure  herself  to  be  placed  on  the  register  of  midwives  by 
making  or  producing,  or  causing  to  be  made  or  produced,  any 
false  or  fraudulent  declaration,  certificate,  or  representation, 
either  in  writing  or  otherwise,  and  any  person  aiding  and 
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assisting  her  therein,  shall  be  deemed  guilty  of  a  mis- 
demeanor, and  shall,  on  conviction  thereof,  be  liable  to  a  fine 
not  exceeding  twenty  pounds,  or  to  be  imprisoned  with  or 
without  hard  labour  for  any  term  not  exceeding  three  months. 

15.  Any  registrar  who  wilfully  makes  or  causes  to  be 
made  any  falsification  in  any  matter  relating  to  the  register  of 
midwives  shall  be  deemed  guilty  of  a  misdemeanor,  and  shall 
be  liable  to  a  fine  not  exceeding  fifty  pounds,  or  to  be 
imprisoned  with  or  without  hard  labour  for  any  term  not 
exceeding  twelve  months. 

16. — (i.)  Any  offence  under  this  Act  punishable  on  sum- 
mary conviction  may  be  prosecuted,  and  any  fine  under  this 
Act  recoverable  on  summary  conviction  may  be  recovered  in 
manner  provided  by  the  Summary  Jurisdiction  Acts. 

(ii.)  A  prosecution  for  an  offence  under  this  Act  shall  not 
be  instituted  by  a  private  person  except  with  the  consent  of 
the  Attorney  General  or  of  a  County  Council,  but  may  be 
instituted  by  a  County  Council,  or  the  council  of  a  municipal 
borough,  or  by  any  board  of  guardians. 

17.  Where  any  woman  deems  herself  aggrieved  by  any 
order,  conviction,  judgment,  or  determination  of  or  by  any 
matter  or  thing  done  under  this  Act  by  any  court  of  summary 
jurisdiction,  such  woman  may  appeal  therefrom  to  the  court 
of  quarter  sessions. 

18.— (i.)  All  powers  vested  in  the  Privy  Council  by  this 
Act  may  be  exercised  by  an  order  of  any  two  or  more  of  the 
Privy  Council. 

(ii.)  Any  order  may  be  made  conditionally  or  uncon- 
ditionally, and  may  contain  such  terms  and  directions  as  to 
the  Privy  Council  seem  just. 

19.  In  this  Act — 

The  expression  "General  Council"  means  the  General 
Council  of  Medical  Education  and  Registration  of  the  United 
Kingdom,  established  under  the  Medical  Acts. 

The  expression  "  Medical  Acts  "  means  the  Medical  Act, 
1858,  and  the  Acts  amending  the  same. 

The  expression  "  midwives'  register "  means  a  register  of 
midwives  kept  in  pursuance  of  this  Act 
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The  expression  "  county  "  means  an  administrative  county 
within  the  meaning  of  the  Local  Government  Act,  1888,  and 
includes  a  county  borough. 

The  expression  "  County  Council "  and  "  county  fund " 
mean  respectively  in  reference  to  a  county  borough,  the 
council  of  the  borough,  and  the  borough  fund. 

20.  Save  as  in  this  Act  expressly  provided,  this  Act  shall 
not  extend  to  Scotland  or  to  Ireland. 
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REVIEWS. 

On  Severe  Vomiting  during  Pregnancy.  A  Collection  and 
Analysis  of  Cases  with  Remarks  on  Treatment.  By 
Graily  Hewitt,  M.D.Lond,  F.R.C.P.,  F.R.S.Ed., 
Emeritus  Professor  of  Obstetric  Medicine,  University- 
College  ;  Consulting  Obstetric  Physician  to  University 
College  Hospital ;  Past  President  Obstetrical  Society  of 
London ;  Honorary  Fellow  of  the  American  Gynaeco- 
logical Society;  Honorary  Fellow  of  the  Obstetrical 
Societies  Berlin  and  Boston  ;  Fellow  of  the  College  of 
Medical  Chirurgery,  Philadelphia.  London  :  Longmans, 
Green  and  Co.;  and  New  York,  15,  East  Sixteenth 
Street,  1890. 

Dr.  Graily  Hewitt  has  in  this  work  presented  to  the 
profession  a  complete  and  exhaustive  account  of  the  different 
conditions  which  give  rise  to  the  distressing  affection  known 
as  severe  vomiting  during  pregnancy.  His  views  on  uterine 
pathology  have  long  since  been  set  before  the  profession  and 
have  to  a  large  extent  well  stood  the  test  of  criticism.  In 
the  work  before  us,  are  set  forth,  in  the  clear  and  impartial 
manner  characteristic  to  the  writer,  all  the  theories  as  to 
the  etiology  of  the  disease  and  all  the  methods  of  treatment 
employed  for  its  relief.  It  forms  an  able  summing  up  of  the 
whole  question,  and  coming  as  it  does  from  one  who  is  known 
as  the  author  is,  to  have  devoted  much  time  and  study  to 
the  subject,  will  be  read  with  interest  and  profit  by  all  medical 
practitioners. 

In  his  preface  the  author  says : — "  The  difficulty  in  ex- 
plaining the  occurrence  of  that  severe  form  of  vomiting 
liable  to  be  associated  with  pregnancy,  has  hitherto  proved  to 
be  considerable.    Yet  the  solution  of  the  difficulty  must  be 
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considered  as  one  of  great  importance  in  view  of  the  facts 
that: — (i)  The  malady  is  not  seldom  grievous  in  its  effects, 
interfering  with  the  proper  nutrition  of  the  body  by  cutting 
off  the  due  supply  of  food,  and  giving  rise  to  discomforts  and 
disabilities  of  various  kinds  ;  (2)  That  it  is,  sometimes,  even 
fatal  to  the  patient ;  (3)  That  it  occasionally  renders  it  neces- 
sary to  put  an  end  to  the  life  of  the  unborn  child  in  order  to 
save  the  life  of  the  mother ;  (4)  That  this  latter  object  is  not 
always  even  then  attained,  the  operation  for  destruction  and 
removal  of  the  child  being  by  no  means  free  from  danger  to  the 
mother ;  (5)  That  even  when  the  pregnancy  is  brought  to  an 
end  and  the  immediate  effects  of  the  operation  recovered 
from,  the  patient  is  liable  to  fall  a  victim  to  disease,  presum- 
ably engendered  by  the  protracted  starvation  and  feebleness, 
results  of  the  long-continued  vomiting.  The  basis  of  the 
following  Essay  was  a  paper  submitted  by  the  author  two 
years  ago  to  the  American  Gynaecological  Society.  It  con- 
tains a  collection,  mostly  in  abstract,  of  authenticated  cases 
of  severe  vomiting  during  pregnancy,  which  have  been 
recorded  by  various  authorities  during  the  last  twenty  or 
five-and-twenty  years,  the  object  being  to  arrange  the  data 
and  cases  available  in  such  a  form  as  to  facilitate  sound 
deductions  in  reference  to  the  nature  and  treatment  of  the 
affection.  As  regards  the  cases  given  in  abstract,  great  care 
has  been  taken  to  offer  an  accurate  and  unprejudicial  account 
of  them.  Cases  in  which  the  condition  of  the  uterus  was  not 
observed  or  not  described  are,  as  a  rule,  omitted.  Certain 
conclusions  regarding  the  nature  and  cause  of  severe  vomiting 
during  pregnancy  seem  to  be  reducible  from  analysis  of  the 
cases  and  observations  here  brought  together.  The  author 
ventures  to  express  his  belief  that  these  conclusions  are  in 
agreement  with  the  natural  history  of  the  affection  as  illus- 
trated by  recited  cases,  and  that  they  will  be  found  to  be 
justified  by  the  success  of  methods  of  treatment  based  upon 
them." 
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Antiseptics  in  Obstetric  Nursing.  A  Text-book  for  Nurses 
on  the  application  of  Antiseptics  to  Gynaecology  and 
Midwifery.  By  JOHN  Shaw,  M,D.,  London.  Member 
of  the  Royal  College  of  Physicians,  London ;  Obstetric 
Physician;  late  Senior  Assistant  Physician  and  Patho- 
logist to  the  North-West  London  Hospital.  London: 
H.  K.  Lewis,  136,  Gower  Street,  W.C,  1890. 

Dr.  Shaw  has  produced  an  extremely  useful  guide  to 
Antiseptics  for  Nurses  in  charge  of  puerperal  cases.  He 
gives  illustrations  of  and  directions  how  to  use  the  different 
appliances  and  solutions  required.  The  book  will  be  most 
valuable  to  monthly  nurses.  All  the  chapters  are  good. 
Chapter  seven  is  an  excellent  example  of  the  thoroughness 
and  careful  attention  to  minute  detail  which  are  to  be  found 
in  other  chapters  at  the  end  of  the  book.  It  contains  instruc- 
tions special  to  antiseptic  midwifery,  what  to  prepare  in  the 
lying-in  room,  when  douches  are  to  be  used,  drainage  and 
how  it  is  facilitated,  antiseptic  care  of  the  breasts  and  the 
prevention  of  cracked  nipples  and  abscess,  antiseptic  principles 
in  the  interest  of  the  infant,  prevention  of  "  thrush,"  cleansing 
of  feeding  bottles,  the  prevention  of  inflammation  of  the 
eyes  in  the  newly-born,  the  dressing  of  the  cord,  antiseptics  in 
the  after  treatment  of  vaccination,  resume  of  antiseptic  rules 
for  monthly  nurses.  Although  the  work  appeals  chiefly  to 
monthly  nurses  it  will  be  a  most  useful  aid  to  the  very  general 
practitioner  who  wishes  to  become  well  acquainted  with  anti- 
septics in  the  puerperal  state. 

Electricity  in  the  Diseases  of  Women^  with  Special  Reference  to 
the  Application  of  Strong  Currents.  By  G.  Belton 
Massey,  M.D.,  Physician  to  the  Gynaecological  Depart- 
ment of  Howard  Hospital,  Philadelphia.  Second 
Edition ;  revised  and  enlarged.  Philadelphia  and 
London  :  F.  A.  Davis,  Publisher,  1890. 

This  work  gives  a  general  review  of  electricity  as  used  in 
diseases  of  women.      All  the  instruments   are   figured   and 
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explained,  and  the  various  methods  of  using  them  described. 
As  far  as  we  know,  it  is  one  of  the  best  guides  on  the  subject. 
We  can  safely  recommend  it  as  a  trustworthy  book  of  re- 
ference for  those  who  wish  to  master  the  subject.  The  author 
has  given  an  interesting  selection  of  cases  in  which  he  has 
employed  electricity.     He  says  : — 

"  In  presenting  to  the  profession  what  is  believed  to  be  the 
first  attempt  at  a  complete  treatise  on  the  electrical  treatment 
of  the  diseases  of  women,  the  author  deprecates  in  advance 
any  misapprehension  of  its  scope  and  claims.  Only  such  con- 
ditions receive  notice  in  the  treatment  of  which  electricity  has 
recently  been  urged  upon  professional  favour;  and  this 
portion  of  the  work  partakes,  therefore,  more  of  the  nature  of 
a  mirror  of  the  author's  daily  work  than  of  a  classical  research 
into  the  literature  of  the  subject.  While  the  experience  of 
others — particularly  of  Apostoli,  Engelmann,  and  Laphthorn 
Smith — has  been  utilized  as  a  guide  and  mentor,  it  is  not  for- 
gotten that  a  scientific  investigation  takes  nothing  upon 
hearsay  evidence,  and  that  the  profession  demands  proofs 
rather  than  theories.  It  should  be  stated,  also,  that  the 
author  does  not  wish  to  assume  the  position  of  recommending 
the  routine  use  of  any  one  agent  or  procedure,  to  the  exclu- 
sion of  other  rational  remedies,  in  the  medical  or  surgical 
treatment  of  any  single  class  of  diseases.  It  was  merely  in 
the  interest  of  clearness  and  accuracy  that  many  of  the  cases 
mentioned  in  these  pages  were  confined  to  electrical  appli- 
cation alone,  after  beginning  treatment  with  this  remedy.  In 
the  introductory  part  of  the  work,  a  portion  of  which  has 
been  published  in  the  shape  of  papers  contributed  to  the 
Philadalphia  Medical  Times,  the  author  has  aimed  to  briefly 
present  the  laws  of  electricity  as  applied  to  this  branch  of 
medicine  and  surgery,  in  so  concrete  and  practical  a  way 
that  the  conscientious  student  is  insensibly  made  to  compre- 
hend current  proportions,  as  he  would  after  prolonged  mathe- 
matical study ;  the  aim  being  to  make  the  medical  user  of 
electricity  as  intelligently  familiar  with  this  physical  force  as 
is  now  required  of  so  many  practical  workers  in  its  industrial 
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applications.  It  will  be  noticed  that  some  electrical  words 
peculiar  to  physicians  are  not  found  in  the  body  of  the  work. 
This  is  particularly  true  of  words  terminating  in  *  ism,'  such 
as  *  galvanism,'  and  '  faradism  ' — words  that,  besides  possess- 
ing an  objectionable  termination,  fail  to  convey  a  distinct  idea 
of  the  particular  procedure  that  they  are  intended  to 
describe." 


The  Dignity  of  Womajz's  Healthy  and  the  Nemesis  of  its 
Neglect  By  ROBERT  Reid  Rentoul,  Doctor  of  Medi- 
cine ;  Member  of  the  Royal  College  of  Surgeons, 
England ;  Fellow  of  the  Obstetrical  Society  of  London. 
London:  J.  &  A.  Churchill,  ii,  New  Burlington  Street, 
1890. 

In  discussing  the  question  of  the  onset  of  menstruation, 
Dr.  Rentoul  says  : — "  The  chief  points  to  pay  attention  to  are 
these  : — A  girl  when  becoming  a  woman  should  not  have  any 
mental  or  bodily  labour  to  perform.  She  should  therefore 
neither  study  nor  work,  but  have  only  good  food,  exercise, 
sleep,  and  clothing.  If  she  accomplish  the  beginning  of  this 
important  phase  of  her  life  with  vigour  and  success,  she  will 
have  secured  one  of  the  chief  ends  of  her  existence.  I  go  so 
far  as  to  say  that  if  a  girl,  when  at  school,  show  any  signs  of 
approaching  womanhood  she  should  be  taken  home.  What 
is  the  good  of  sacrificing  health  for  the  sake  of  '  grinding  up  * 
a  little  history,  geography,  or  music  ?  Which  is  likely  to  be 
of  more  lasting  importance  ?  If  we  make  the  basis  of  health 
as  broad  as  possible,  it  will  be  all  the  more  difficult  to  over- 
turn it."  We  quite  agree  with  Dr.  Rentoul  as  to  the  impor- 
tance of  allowing  young  girls  necessary  time  for  rest  during 
the  strain  she  has  to  bear  in  the  metamorphosis  of  her 
generative  organs.  Dr.  Rentoul  has  produced  an  exceedingly 
sensible  and  useful  book.  It  appeals  to  women. and  girls.  We 
trust  that  the  mothers  into  whose  hands  the  book  falls  will 
benefit  by  the  excellent  advice  given  to  her  by  the  author.  We 
can  cordially  recommend  our  readers  to  study  this  book. 
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SUMMARY  OF  GYNECOLOGY,  INCLUDING 
OBSTETRICS. 

The  Nubile  Age  of  Females  in  India  Physiologically  Treated. 
By  BOLYE  Chunder  Sen.,  L.M.S.,  Assistant-Surgeon 
and  Teacher  of  Medicine,  Campbell  Medical  School. 

Preface. 

The  subject  is  at  present  hotly  discussed  in  the  press 
through  the  Anglo-Indian,  Indo-English  and  Vernacular 
papers,  from  different  standpoints  of  view ;  but  none  that 
I  am  aware  of,  has  taken  the  physiological  one,  which  is  the 
true  rational  basis  on  which  alone  we  should  take  our  stand 
and  decide  the  matter ;  and  that  is  why  I  have  thought  it 
desirable  to  publish  the  paper  I  read  at  the  Medical  Society 
on  loth  September,  1890. 

The  evil  effects  of  child-marriage  on  the  offspring,  I  think, 
I  have  been  able  to  prove  to  the  satisfaction  of  all  unpre- 
judiced minds.  The  matter  deserves  the  serious  consideration 
of  all  who  wish  well  of  their  country,  and  some  change  is 
necessary  towards  raising  the  age  of  marriage  of  our  girls, 
especially  when  a  similar  change  has  already  taken  place  in 
the  case  of  our  boys  ;  for  no  father,  educated  or  uneducated, 
thinks  of  marrying  his  son  at  an  age  which  was  usual  in  our 
younger  days  ;  but  the  practice,  either  for  good  or  for  evil,  has 
disappeared  from  our  society,  perhaps  never  to  return.  So  it 
becomes  imperative  on  us  to  stir  in  the  matter  of  raising  the 
marriageable  age  of  our  girls,  and  I  doubt  not  that  good  will 
result  from  the  change,  and  will,  after  a  time,  be  hailed  as  a 
blessing,  as  the  abolition  of  Suttee  and  Infanticide  at  Gunga- 
Sagur  has  already  been.  History  bears  ample  testimony  how 
stoutly   all   these   reforms   were  opposed    except   by  a  few 
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advanced  thinkers  amongst  our  countrymen,  and  how  many- 
are  there  amongst  us  now  who  would  think  with  men  of  the 
past  generation  that  the  Government  were  wrong  in  not 
listening  to  the  prejudiced  mass. 

People  may  think  I  am  wanting  in  veneration  to  our 
ancient  law-givers  (Munnies  and  Rishis).  No,  I  yield  to  none 
of  my  countrymen  in  my  respect  for  them,  for  they  are  the 
monuments  of  India's  glory  and  pride  in  her  present  degene- 
rate days.  Do  I  for  a  moment  doubt  that  they  were  not  wise  ? 
Certainly  they  were  wiser  than  we  are,  for  they  had  the  courage 
to  legislate  for  their  own  times  ;  but  would  it  be  wise  in  us, 
and  showing  veneration  to  them,  to  act  as  they  did,  under 
altered  circumstances;  or  would  it  not  prove  that  we  are 
not  unworthy  descendants  of  those  great  ancestors  if  we  act  as 
they  would  have  done  in  our  own  times  and  circumstances  ? 

There  are  a  few  debatable  points  in  my  paper  which  I 
could  not  clear  up  in  my  address  for  fear  of  being  tediously 
long,  but  one  of  which  I  think  it  desirable  to  explain  here 
somewhat  more  fully. 

That  child-marriage  brings  on  degeneracy  and  deterio- 
ration of  the  race  is  an  undoubted  physiological  fact,  but 
the  advocates  of  infant-marriage  point  triumphantly  to  the 
physique  of  the  Punjabees,  who,  they  assume,  without  a 
second  thought,  are  the  offsprings  of  child-marriage.  I  have 
never  been  in  the  Punjaub  and  so  have  no  actual  experience 
of  their  marriage  system ;  but  this  much  I  can  assure,  that 
though  infant-marriage  is  comm.on  all  over  India,  early  or 
premature  consummation  of  marriage  does  not  take  place,  as 
far  as  I  know,  anywhere  except  in  weak,  unfortunate  Bengal ! 
I  need  not  dwell  long  on  this  point,  for  I  think  I  have  clearly 
shown  in  my  address  the  effects  of  child-marriage  even  in 
European  countries,  and  which  the  advocates  of  infant-mar- 
riage cannot  controvert  or  deny. 

Mr.  President  and  Gentlemen, — Our  learned  Presi- 
dent has  done  well,  at  this  juncture,  in  bringing  prominently 
to  notice  for  discussion  in  our  Society  "  The  Nubile  Age  of 
Females  in  India,"  in  his  able  paper  read  at  the  last  meeting. 
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In  a  country  like  India,  inhabited  by  different  races,  professing 
different  religions,  having  different  prejudices  and  predilections, 
and  surrounded  by  different  influences,  it  is  no  doubt  ver>' 
difficult  to  come  to  a  conclusion  that  will  give  satisfaction  to  all 
or  to  a  large  majority  of  them ;  but  ours  is  a  comparatively 
easy  task,  as  we  confine  ourselves  only  to  the  physiological 
and  medical  point  of  view,  and  merely  show  from  our  own, 
as  well  as  from  the  experiences  of  others,  what  should  be  the 
marriageable  age  in  this  country,  i.e.,  when  it  should  be  con- 
summated. We,  therefore,  do  not  tread  upon  the  tender  corn 
of  infant  marriage  which  prevails  in  this  country.  As  medical 
men  conversant  with  the  laws  of  health,  we  should  give  our 
opinion,  without  fear,  or  hope  of  favour,  not  for  expediency's 
sake,  or  in  a  compromising  spirit,  but  boldly  and  emphatically 
what  we  honestly  believe  to  be  the  dictates  of  science,  in  the 
interest  of  the  teeming  millions  of  this  country.  After 
puberty  the  female  is  capable  of  procreation,  and  so  that  is 
the  age  fixed  by  universal  consent  for  marital  union  even 
in  countries  where  infant  marriages  prevail.  What  is  that 
age  ?  To  fix  it,  no  doubt,  is  difficult,  but  let  me  quote  a  few 
well-known  authors  who  may  be  considered  authorities  on 
the  subject  of  puberty  and  menstruation.  Carpenter  says — 
between  the  thirteenth  and  sixteenth  years;  Foster — from 
the  thirteenth  to  the  seventeeth  years  of  age ;  Landols  and 
Stirling — from  the  thirteenth  to  fifteenth  years.  Dr.  Fayrer 
has  given  statistics  of  twenty-seven  girls  in  the  Calcutta 
European  Female  Orphan  Asylum  who  were  all  of  pure 
European  lineage.  The  earliest  age  was  twelve  years  and 
two  months  in  a  girl  born  in  India. 

Four  between  12  and  13  years  of  age. 

Eight        „       13     „     14 

Nine  „       14     „     15  „ 

Five  „       15     „     16  „ 

One  „       16     „     17  „ 

The  second  question  which  I  have  proposed  to  discuss  is  : 
Is  it  earlier  in  India  than  in  colder  climates  ?  Foster  is  silent 
on  the  point,  while  Landois  and  Stirling  say  that  "  in  warm 
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climates  puberty  may  occur  in  girls  even  at  eight  years  of 
age."  Carpenter  also  says,  "  it  is  generally  thought  to  be 
somewhat  earlier  in  warm  climates  than  in  cold."  Chevers  in 
his  Medical  Jurisprudence  for  India  says,  from  information 
supplied  by  the  late  Baboo  Modhusoodun  Gupta,  that  "  ac- 
cording to  Sushruta,  the  menstrual  discharge  begins  after  the 
twelfth,  and  ceases  after  the  fiftieth  year."  According  to  that 
Indian  gentleman's  observations,  "  The  females  of  this  country 
generally  arrive  at  the  age  of  puberty  after  the  twelfth  year." 
"  Menstruation  at  ten  years  is  very  uncommon ;  it  probably 
does  not  occur  in  more  than  one  or  two  instances  out  of  a 
hundred  females."  "  It  is  perhaps  equally  rare  for  it  to  be 
delayed  beyond  the  thirteenth  year."  In  Guy's  Forensic 
Medicine  I  find  that  in  Europe  cases  do  occur  where  girls 
become  pregnant  even  at  nine  years  of  age,  not  to  say 
that  a  few,  if  not  many,  become  mothers  at  twelve  and 
thirteen. 

From  the  above  it  may  be  concluded  that  menstruation 
may  be  earlier  in  India  by  a  year  or  so  than  in  colder  climates, 
and  if  anomalies  do  occur  here,  they  have  their  counterparts 
in  colder  climates  as  well,  as  I  have  shown  before.  Granting 
that  it  is  somewhat  earlier  here  than  elsewhere,  what  may  be 
the  possible  cause  or  causes  for  its  occurrence  ?  Child- 
marriage  is  the  principal  if  not  the  sole  cause  of  this.  Young 
couples  associating  with  each  other,  knowing  their  relation- 
ship, tends  in  a  great  measure  to  hasten  early  development 
of  a  function  which,  under  other  circumstances,  would  have 
been  delayed  to  its  proper  time.  Another  cause  is,  that  from 
early  infancy  boys  and  girls  frequently  hear  from  their  parents 
and  grand-parents  about  their  marriage — about  husbands  and 
wives.  Luxurious  living  is  said  to  be  another  cause,  and  I 
may  quote  a  passage  from  Dr.  Chevers'  Jurisprudence,  in 
which  the  late  Baboo  Modhusoodun  Gupta  says  : — "  He  be- 
lieves that  the  catamenia  appear  sooner  or  later  according  to 
the  mode  of  living  of  the  females,  and  the  sexual  excitement 
to  which  they  may  be  subjected,  as  he  finds  that  the  first 
menstruation  of  girls  in  good  circumstances  generally  takes 
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place  when  they  are  eleven  years  old,  even  in  some  cases  at 
ten  years."  Here  I  beg  to  say  that  what  has  been  stated  of 
girls  of  good  circumstances  is  not  generally  true  ;  for  most  of 
these  first  menstruations  are  generally  fictitious  ones,  got  up 
by  the  females  of  the  husband's  family,  for  the  dancing  and 
singing  and  feasting  that  follow  the  ceremony  of  second 
marriage.  I  can  speak  of  two  such  instances  from  my  own 
experience.  Child  widows,  I  am  told,  menstruate  late  in  life, 
but  I  cannot  vouch  for  the  truthfulness  of  this.  I  may  be 
charged  for  having  omitted,  what  some  may  believe  the  most 
important  cause,  or  in  fact,  the  cause,  for  the  early  appearance 
of  the  catamenia  in  India,  namely,  climate.  I  may  candidly 
confess  that  I  am  no  believer  in  this  doctrine,  though  I  know 
full  well  that  whatever  evils  have  befallen  individuals,  or  what- 
ever abnormalities  have  been  observed,  have  been  erroneously 
put  down  to  the  climate.  Allow  me  to  quote  here.  Dr.  Playfair, 
from  his  "  Science  and  Practice  of  Midwifery."  He  says  : — 
"  Various  accidental  circumstances  have  much  to  do  with  its 
(menstruation's)  establishment.  As  a  rule,  it  occurs  some- 
what earlier  in  tropical  and  later  in  very  cold,  than  in  tempe- 
perate  climates.  The  influence  of  climate  has  been  unduly 
exaggerated.  It  used  to  be  generally  stated  that  in  the  Arctic 
regions  women  did  not  menstruate  until  they  were  of  mature 
age,  and  that  in  the  tropics,  girls  often  or  twelve  years  of  age 
did  so  habitually." 

Now,  let  me  submit  for  your  consideration  the  following 
facts:— Is  dentition  earlier  here  than  in  England?  Is  the 
growth  and  development  of  the  body  earlier  here  than  in 
other  countries  ?  Instead  of  being  earlier,  I  believe  they  are 
later  in  appearance  in  this  country,  and  that  I  believe  to  be 
the  experience  of  every  medical  man  who  has  paid  any  atten- 
tion to  the  subject.  Is  menstruation  the  only  function  that 
appears  earlier,  while  all  other  concomitant  signs  are  later  in 
appearance?  I  leave  you  to  judge.  Let  us  also  take  the 
case  of  the  well-known  domesticated  animal,  the  horse,  whose 
anatomy  and  physiology  have  been  well  studied  by  a  special 
class  of  medical  men— the  veterinary  surgeons.  Do  they  find 
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any  difference  in  the  age  of  maturity,  even  in  the  purely 
country-bred  horses  or  in  the  offspring  of  imported  stocks  ? 
Certainly  not ;  they  cut  their  milk  and  permanent  teeth  and 
tushes  at  exactly  the  same  age  in  this  country  as  they  do  in 
England,  and  why  ?  Because  climate  has  no  influence  what- 
ever in  hastening  or  retarding  the  growth  or  development  of 
animals,  much  less  of  man.  This  idea  of  the  early  develop- 
ment of  everything  under  the  tropics  has  probably  got  abroad 
from  seeing  the  luxuriant  vegetation  that  meets  the  eye  of  a 
foreigner  from  a  colder  latitude,  who  fails  to  observe  "  that 
man  seems  the  only  growth  that  dwindles  here." 

The  next  point  is  race,  which,  it  is  believed  by  many, 
exerts  a  great  influence  in  promoting  or  retarding  the  appear- 
ance of  menstruation  in  girls.  "  Raciborski,"  I  quote  Playfair 
again,  "attributes  considerable  importance  to  the  effect  of 
race ; "  and  he  has  quoted  Dr.  Webb,  of  Calcutta,  to  the  effect 
that  "  English  girls  in  India,  although  subjected  to  the  same 
climatic  influence  as  the  Indian  races,  do  not,  as  a  rule,  men- 
struate earlier  than  in  England  ;  while  in  Austria,  girls  of  the 
Magyar  race  menstruate  considerably  later  than  those  of 
German  parentage." 

I  admit  the  premiss,  but  deny  the  conclusion  drawn  there- 
from. Max  Miiller  and  other  Orientalists  have  proved 
beyond  the  shadow  of  a  doubt,  that  the  English,  Parsees,  and 
the  Indian  Hindoos  belong  to  the  great  Indo-Ayran  family, 
and  if  the  researches  of  these  great  men  be  true,  Raciborski's 
theory  falls  to  the  ground.  In  the  first  place  statistics  on  this 
point  are  very  difficult  to  obtain ;  and  secondly,  is  there  any 
proof  that  the  men  that  have  made  the  assertion  went  beyond 
the  surface  of  those  communities,  and  made  themselves 
acquainted  with  the  inner  workings  of  their  society  ?  We  are, 
no  doubt,  apt,  sometimes,  in  our  blind  reverence  for  authority, 
to  accept  authority  for  truth,  and  not  truth  for  authority. 

Dr.  Playfair,  with  great  truth,  says  that  "  the  surroundings 
of  girls,  and  their  manner  of  education  and  living,  have 
marked  influence  in  promoting  or  retarding  its  (menstrua- 
tion's) establishment;   premature  sexual  excitement  is  said 
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also  to  favour  its  early  appearance,  and  the  influence  of  this 
among  the  factory  girls  of  Manchester,  who  are  exposed  in  the 
course  of  their  work  to  the  temptations  arising  from  the  pro- 
miscuous mixing  of  the  sexes,  has  been  pointed  out  by 
Dr.  Clay."  So  you  see,  gentlemen,  the  difference  in  undeniably 
the  same  race,  is  not  from  luxurious  living  or  novel  reading, 
but  merely  from  premature  sexual  excitement.  What  wonder, 
then,  that  our  child-wives  should  menstruate  before  their 
time  ! 

Here  I  may  make  a  passing  remark  that  both  Raciborski 
and  Dr.  Clay  give  direct  support  to  my  view  that  climate  has 
no  influence  on  the  early  appearance  of  menstruation.  The 
following  statistics,  that  I  have  been  able  to  collect  from  the 
Brahmo  community,  through  the  exertions  of  two  of  my  lady 
pupils,  will  not  be  uninteresting.  It  clearly  shows  that  when 
marriage  is  deferred,  menstruation  does  not  occur  early.    The 
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above  Table  strongly  supports  my  contention  that  it  is  sexual 
excitement  only  that  brings  on  what  may  h^  cdW^d  forced  men- 
stniation.  Out  of  a  total  of  sixty-five,  fifty-nine  menstruated 
between  the  ages  of  thirteen  and  sixteen  years.  I  am  also  in- 
debted to  Dr.  Docoury  Ghose  for  the  information  that  amongst 
the  Brahmos  and  Native  Christians  the  average  age  of  men- 
struation is  thirteen  years  six  months.  Very  few  have  it  below 
twelve,  while  some  may  have  it  as  late  as  after  sixteen.  I 
myself  know  of  two  instances  in  our  own  community  where 
the  menses  were  delayed  beyond  the  sixteenth  year,  and  the 
parents  of  their  respective  husbands  were  afraid  lest  the  girls 
should  turn  out  to  be  hermaphrodites. 

Dr.  Docoury  Ghose,  who  is  one  of  the  registrars  of  mar- 
riage amongst  the  Brahmos,  informs  me  that  though  the  Act 
of  1872  prescribes  fourteen  years  as  the  limit,  yet  marriages 
seldom  take  place  under  sixteen  years.     In  his  experience  of 
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thirty-three  marriages,  eleven  brides  were  under  sixteen,  and 
the  remaining  twenty-two  were  above  that  age.  In  the  ex- 
perience of  another  registrar,  out  of  twenty-three  marriages, 
five  girls  were  under  and  eighteen  above  the  age  of  sixteen. 

The  next  point  that  I  mean  to  discuss  is — Is  it  desirable,  in 
a  physiological  point  of  view,  to  have  a  girl  subjected  to  sexual 
intercourse,  and  be  saddled  with  conception,  parturition,  and 
lactation  on  the  first  appearance  of  menstruation  ?  As  medical 
men  we  cannot  for  a  moment  agree  to  the  proposal ;  for  we 
know  full  well  the  time  required  for  the  growth  and  develop- 
ment of  the  body.     It  is  twenty-five  years,  and  some  even 
believe  it  to  extend  to  the  thirtieth  year  for  its  completion. 
The  first    appearance  of  menstruation,  even   in   its   natural 
course ;     not    hastened    by    hot-house   manipulation — child- 
marriage,  is  merely  an  indication  that  the  girl  is  at  best  on 
the  threshold  of  womanhood,  and  several  years  are  still  re- 
quired for  this  new  state  of  things  to  settle  down  and  arrive 
at  a  certain  degree  of  maturity.     Moreover,  it  is  at  this  period 
that  there  is  a  great  demand  on  the  system  for  the  rapid 
changes  that  take  place  in  the  constitution.     And  it  is  about 
this  period  that   the   supply,  failing   to  keep  pace  with  the 
demand,  develops  in   many  an  instance,  without  any   extra 
strain,  any  constitutional  or  hereditary  disease  lying  dormant 
in  the  system.     Now  let  me  quote  a  passage  from  Carpenter 
which  has  a  marked  bearing  on  the  subject.     He  says  : — "  It 
is  merely  requisite  to  add,  that  this  augmented  development 
can  only  be  rightly  regarded  as  preparatory  to  the  exercise  of 
these  organs  (genital  organs),  and  not  as  showing  that  the  apti- 
tude for  the  exercise  has  already  been  fully  attained.  It  is  only 
when  the  growth  and  development  of  the  individual  are  com- 
pleted, that  the  procreative  power  can  be  properly  exerted  for 
the  continuance  of  the  race  ;  and  all  experience  shows  that  by 
prematurely  and  unrestrainedly  yielding  to  the  sexual  instincts, 
not  merely  the  generative  power  is  early  exhausted,  but  the 
vital  powers  of  the  organism  generally  are  reduced  and  per- 
manently  enfeebled ;   so   that   any   latent  predisposition    to 
(disease  is  extremely  liable  to  manifest  itself;  or  the  bodily 
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vigour,  if  for  a  time  retained  with  little  deterioration,  early 
undergoes  a  marked  diminution."  I  have  met  with  many 
instances  of  this  kind  in  my  own  experience,  and  I  doubt  not 
that  is  the  experience  of  most  medical  men. 

Sexual  intercourse  and  delivery  bring  on  nervous  exhaus- 
tion we  all  know,  and  it  may  be  in  the  recollection  of  many 
that  there  is  a  class  of  insects,  the  name  of  which  I  now 
forget,  in  which  the  nervous  exhaustion  is  so  great  that  the 
male  dies  after  copulation  and  the  female  after  laying  the 
eggs. 

Will  anyone  now  have  the  hardihood  to  say  that  the  first 
appearance  of  the  catamenia  would  be  the  proper  time  to 
throw  extra  strain  on  the  poor  child's  health  by  sexual-inter- 
course, and  by  the  sustenance  of  another  being  within  her ; 
and  further  to  undergo  the  process  of  delivery  (second  birth) 
which  our  countrymen  and  especially  countrywomen  believe 
confinement  to  be,  with  the  burden  of  lactation,  on  a  consti- 
tution already  enfeebled  and  debilitated  by  previous  sufferings, 
loss  of  blood,  &c.  ?  In  many  an  instance  this  proves  the  last 
straw  on  the  camel's  back ;  so  I  believe  the  Spartan  law- 
giver Lycurgus  was  not  wrong  in  fixing  the  marriageable  age 
of  Spartan  females  at  twenty,  for  the  perpetuation  of  a  race 
worthy  to  uphold  the  Spartan  name  and  fame. 

Again,  those  that  have  taken  any  pleasure  in  gardening, 
and  there  are  many,  I  believe,  in  this  assembly  who  must 
have  observed  that  young  plants  are  not  allowed  to  fructify — 
the  blossoms  of  a  young  plant  or  graft  are  always  removed 
for  the  first  year  or  two  at  least  to  allow  them  to  grow  strong, 
before  they  are  permitted  to  bear  fruit,  and  why  ?  Because 
otherwise  the  growth  and  development  of  the  plant  will  be 
arrested,  and  it  will  never  become  a  strong  and  vigorous  tree. 
Now,  gentlemen,  when  we  are  so  considerate  and  tender  in 
our  treatment  of  plants,  should  we  be  less  so  to  our  own 
race,  nay,  to  our  nearest  and  dearest  ones,  our  very  daughters 
and  sisters  ? 

The  next  point  for  consideration  is— What  evils  befall  the 

female  when  thus  subjected  ? 
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It  cannot  but  be  the  experience  of  most  medical  men  that 
have  any  practice  in  the  diseases  of  females,  that  dyspepsia, 
phthisis  pulmonalis,  neuralgia,  displacements  of  the  womb, 
menorrhagia  and  premature  decline  and  death  are  the  most 
common  consequences  of  early  conception,  if  spared  from 
convulsions  and  flooding  during  confinement,  which  is  gener- 
ally but  not  invariably  tedious  in  character  and  attended 
with  considerable  danger,  and  would  have  been  more  so, 
I  believe,  to  both  the  mother  and  child  had  the  foetus  been  as 
well  developed  as  is  the  case  with  the  children  from  the  union 
of  parents  of  mature  age.  This  is  a  point  on  which  I  am  not  in 
a  position  to  offer  a  positive  opinion,  but  leave  it  to  men  who 
have  carefully  studied  the  subject.  Here  I  may  give  you  the 
statistics  of  twenty-one  cases  of  conception  at  an  early  age 
supplied  to  me  by  my  friend  and  colleague,  Dr.  Doyal  Chunder 
Shome,  Teacher  of  Midwifery.  He  says  :  "  I  give  you  the 
result  of  twenty-one  cases  of  labour  between  the  ages  of 
eleven  and  thirteen  ;  ten  of  these  cases  were  under  my  imme- 
diate care,  and  I  had  the  general  supervision  of  the  other 
eleven.  Of  the  above  twenty-one  cases,  natural  delivery  took 
place  in  five,  tedious  delivery  with  five,  still-born  children  in 
eleven,  and  instrumental  interference  with  the  forceps  was 
required  in  the  remaining  five  cases,  with  the  result  of  four 
living,  and  one  still-born  child  being  born."  He  goes  on, 
*'  You  see  therefore  that  out  of  the  twenty-one  cases,  as  many 
as  sixteen  were  cases  of  tedious  and  instrumental  labour,  and 
this  in  spite  of  the  children  not  being  unusually  big.  The 
delay  was  simply  due  to  want  of  regular  and  strong  contrac- 
tions of  the  uterus,  and  the  incapability  of  the  imperfectly 
developed  natural  parts  to  dilate  properly  for  the  passage  of 
the  foetus. 

"  Most  of  the  child-mothers  kept  tolerably  good  health 
after  their  first  confinement,  two  of  them  only  suffered  from 
fever,  and  continued  weak  and  anaemic,  but  many  of  the 
others  fell  victims  to  various  diseases  after  the  second  or  third 
confinement.  I  saw  five  of  them  dying  of  pernicious  anaemia 
after  prolonged  sufferings  from  fever  and  diarrhoea,  and  two 
died  of  phthisis. 
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"  The  only  conclusion  we  can  arrive  at  from  the  above  state- 
ment is  that  parturition  at  an  early  age  is  more  tardy  than  in 
grown-up  women,  that  children  of  ill-developed  parents  either 
die  early  or  grow  up  in  indifferent  health,  that  child-mothers 
suffer  from  various  diseases  on  account  of  the  strain  on  their 
constitution,  and  many  pf  them  die  at  an  early  age  from 
anaemia,  phthisis,  or  some  similar  disease." 

European  gentlemen,  have  you  heard  a  proverb  common 
amongst  us  (  )  that  a  female  becomes  an  old  woman 

at  the  early  age  of  twenty  years,  shorn  of  all  her  beauty  and 
partly  of  her  bodily  strength ;  while  in  countries  where  hap- 
pier marriage  laws  prevail,  females  at  that  age  are  in  the  full 
bloom  of  beauty  and  vigour,  and  that  is  the  age  that  Lycurgus 
not  unwisely  fixed  for  the  marriage  of  Spartan  girls  ? 

What  are  the  effects  on  the  offsprings  from  child-marriage 
and  thereby  on  the  race  generally  ?  Apart  from  the  diseases 
that  arise  from  inherent  weakness  in  the  children,  such  as 
refusing  the  breast,  &c.,  we  find  diarrhoea,  dysentry,  enlarged 
liver,  general  inanition,  capillary  bronchitis,  phthisis,  and 
others  ;  and  if  spared  in  their  earlier  years  from  the  inroads 
of  these  diseases,  diabetes  comes  in  to  claim  them  as  its  own 
in  maturer  life.  Gentlemen,  you  may  laugh  at  what  you  may 
consider  a  quixotic  idea,  but  nevertheless  I  am  reluctantly  led 
to  this  belief  from  the  fact  that  diabetes  is  more  common 
amongst  the  Bengalee  Hindoos,  than  amongst  any  other  race 
inhabiting  this  or  any  other  part  of  the  country,  and  why  ? 
Because  early  consummation  of  marriage  is  more  common  in 
civilised  Bengal  than  in  the  less  advanced  parts  of  India. 
Here  let  me  again  quote  from  Dr.  Shome's  paper.  He  says  : 
"  I  have  said  above  that  fifteen  of  the  twenty-one  children 
were  born  alive,  they  did  not  look  small  or  undeveloped  when 
born,  but  their  subsequent  growth  was  not  satisfactory,  one 
died  of  infantile  tetanus,  two  of  marasmus  within  two  months 
after  birth,  two  of  diarrhcea  within  five  months,  and  three 
during  dentition,  of  fever  and  convulsions,  the  remaining 
seven  grew  up  to  be  weak  and  delicate  children." 

Besides  what  has  been  stated  regarding  the  diseases  that 
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naturally  affect  the  offspring  of  child-marriage,  the  effect  on 
the  race  cannot  but  be  deplorable  in  the  extreme  ;  and  for  the 
proof  of  this  you  will  not  have  to  go  far,  for  you  have  living 
specimens  in  this  very  room,  and  in  this  very  assembly,  who 
will  prove  to  your  entire  satisfaction  what  sad  havoc  it  has 
made  in  our  own  community.  Children  of  the  soil  incapable 
of  sustained  hard  work  as  can  be  done  by  the  sojourners  from 
a  distant  cold  climate,  and  if  Keshub  or  a  Kristo  Dass  rises 
above  his  race  to  emulate  his  Western  Aryan  brethren,  the 
grave  yawns  to  engulf  him  before  he  reaches  maturity,  and 
thus  puts  an  early  end  to  his  sublunary  career ;  or  if  a 
Vidyasagur  or  a  Rajendra  Lala  attempts  to  soar  high,  he  soon 
breaks  down,  and  his  powers  are  marred  by  physical  disability 
and  mental  incapacities. 

European  gentlemen,  look  at  your  own  bones  and  muscles, 
and  compare  them  with  ours,  and  say  what  degeneracy  and 
deterioration  have  taken  place  in  men  that  have  sprung  from 
the  same  stock.  The  reason  is  not  far  to  find ;  for  you  all 
know  that  for  centuries,  generation  after  generation  has  been 
produced  from  imperfect  and  immature  seed,  and  nursed  in 
ill-developed  nestling  ground  ;  climate  has  been  credited  with 
all  the  physical  disabilities  of  our  race,  but  I  have  shown  you 
before  that  climate  has  no  appreciable  influence  whatever, 
though  it  may  be  an  atmosphere  of  "  constant  vapour-bath." 
I  shall  now  quote  from  Chevers  to  show  the  evil  effects  of 
child-marriage  in  other  climes.  "  It  is  mentioned  in  Abal- 
dinis'  description  of  England  in  155 1,  given  in  Raumer's 
History  of  the  Sixteenth  and  Seventeenth  Centuries,  that  the 
people  in  general  are  tall  of  stature,  the  nobles  in  great  part 
little,  which  comes  from  the  prevalent  customs  of  marrying 
rich  damsels  under  age."  He  states  in  another  place  :  "  It  is 
interesting  to  contrast  this  with  the  observation  of  another 
stranger  made  in  1835.  The  Paysans  of  France  and  the 
Contadini  of  Italy  are  physically  far  superior  to  their  dege- 
nerate masters  ;  while  the  nobility  and  gentry  of  England 
differ  from  the  peasantry,  in  limb  and  feature,  as  the  racer 
differs  from  the  dray-horse  or  the  grey-hound  from  the  cur." 

"The  delicacy  of  Henry   the  Seventh's  constitution  has 
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been  attributed  to  the  (alleged)  fact  that  his  mother,  Lady 
Margaret  Beaufort,  was  married  when  only  nine  years  old, 
and  that  she  was  only  ten  when  Henry  was  born." 

These  facts  that  I  have  quoted  are  sufficient  to  prove 
to  any  unprejudiced  mind,  the  evil  effects  which  child-mar- 
riage exerts  on  the  constitution  of  the  offspring  and  on  the 
race  generally,  irrespective  of  climatic  influences ;  and  that 
the  removal  of  the  blot  from  the  statute-book  of  the  land  will 
effect  a  salutary  change,  as  evidenced  by  the  above  facts. 

Child-marriage  is  a  great  obstacle  to  enterprise.  Com- 
mercial Bombay  beats  hollow  intellectual  Bengal.  The 
Parsees  excel  every  other  race  inhabiting  this  vast  continent, 
and  approach  more  and  more  to  Englishmen  in  this  particular 
character,  while  Bengal  lags  far  behind.  Consummation  of 
marriage,  I  am  told,  is  unknown  amongst  the  Parsees  before 
the  age  of  fourteen,  though  early  betrothals  are  not  un- 
common. 

And  now  we  come  to  the  last  and  most  important  point 
on  which  we  have  to  come  to  a  decision,  and  that  is — What 
should  be  the  minimum  age  of  consent  and  what  the  mini- 
mum marriageable  age?  The  question  had  been  threshed 
out  by  our  countrymen  before  the  Brahmo  Marriage  Act  was 
passed  in  1872  ;  and  I  can  do  no  better  than  subjoin  a  table 
showing  the  age  which  eminent  medical  men,  European  and 
Indian,  thought  most  conducive  to  the  well-being  of  the 
Indian  community. 


Names. 


Dr.  Chunder  Coomar  Dey 

Dr.  Charles      

Babu  Nobin  Krishna  Bose,  Khundwa 

Dr.  A.  V.  White,  Bombay    

Dr.  Mohendro  Lai  Sircar      

Tumeezkhan,  Khan  Bahadoor 

Dr.  Norman  Chevers 

Dr.  D.  B.  Smith  

Dr.  Ewart        

"Dr.  J.  Fayrer 

Dr.  S.  C.  G.  Chuckerbutty    .. 
Atmarang  Pandurang,  Bombay 


Minimum  marriageable 
age. 


14  years. 

14  ,) 

15  » 

15  or  16  years. 

16  years. 
16  „ 
16  „ 
16  „ 
16  „ 
16  „ 
16  „ 
20     „ 


Proper  age. 


18 
18 


18 
18  or  19 
18  or  19 
18  or  20 
21 
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The  opinions  of  some  of  these  gentlemen  will  not,  I  hope, 
be  unacceptable  to  you  for  our  guidance  in  this  momentous 
question. 

Dr.  Chevers  said :  "  For  the  sake  ot  safe  child-bearing  and 
healthy  offspring,  marriage  ought  to  be  seldom  allowed  till 
the  eighteenth  year,  the  sixteenth  being  the  minimum  age  in 
exceptional  cases." 

Dr.  S.  C.  G.  Chuckerbutty  says :  "  It  is  a  vicious  custom 
that  as  soon  as  a  girl  menstruates  she  must  be  married. 
This  is  not  done  in  any  civilised  country,  nor  should  it  be 
done  here.  The  practice  of  abstinence,  which  the  deferment 
of  marriage  imposes  on  a  girl,  is  more  beneficial  to  mankind 
than  its  reverse  in  early  marriage." 

Dr.  D.  B.  Smith  says  :  "  Before  the  age  of  sixteen  a  female 
cannot  be  said  to  be  fully  developed.  Some  parts  of  her 
osseous  structure,  which  are  essential  to  the  reproductive 
function,  are  not  consolidated.  A  female  may  conceive 
before  she  has  even  menstruated,  and  infants  have  been 
known  to  menstruate.  The  stomach  digests,  the  brain 
elaborates  thought,  the  voice  gives  utterance  to  such  thought, 
long  anterior  to  the  time  at  which  these  functions  are  per- 
formed with  full  force  and  physiological  perfection.  The 
appropriate  period  for  marriage  is  a  few  years  after  a  girl 
reaches  her  puberty." 

Dr.  Nobin  Kisto  Bose  says  :  "  Our  girls  should  not  be 
married  before  they  have  attained  at  least  the  eighteenth 
year  of  their  age.  Before  this  period  their  system  would  not 
bear  with  impunity  the  drain  which  maternity  must  establish 
on  it." 

Dr.  White  says :  "  If  marriages  were  delayed  until  the 
eighteenth  year  the  danger  of  child-bearing  would  be  les- 
sened, and  healthier  offspring  would  be  secured." 

Dr.  Mohendro  Lai  Sirkar  says  :  "  It  is  a  grievous  mistake 
to  suppose  that  the  female  who  has  just  began  to  menstruate 
is  capable  of  giving  birth  to  healthy  children.  The  teeth, 
no  doubt,  are  intended  for  the  mastication  of  solid  food,  but 
it  would  be  a  grievous   error  to  think  that  the  child   the 
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moment  he  begins  to  cut  teeth  will  be  able  to  live  upon  solid 
food.  A  host  of  complaints  from  which  our  females  suffer 
life-long,  or  to  which  they  fall  early  victims,  arise  from  the 
evils  of  early  marriage,  namely,  early  pubescence  and  early 
maternity." 

The  late  lamented  Baboo  Keshub  Chunder  Sen  in  his 
Town  Hall  speech,  said  : — "  The  Medical  Authorities  in 
Calcutta  unanimously  declare  that  sixteen  is  the  minimum 
marriageable  age  of  girls  in  this  country.  Dr.  Charles  makes 
a  valuable  suggestion.  He  holds  that  lourteen,  being  the 
commencement  of  adolescence,  may,  for  the  present,  be 
regarded  as  the  minimum  age  at  which  Native  girls  may  be 
allowed  to  marry,  and  may  serve  as  a  starting  point  for 
reform  in  this  direction.  In  conformity  with  his  suggestion 
and  the  opinions  given  by  other  referees,  we  have  come  to  the 
conclusion  that,  for  the  present  at  least,  it  would  be  expe- 
dient to  follow  the  provision  in  the  Bill  which  makes  fourteen 
the  minimum  marriageable  age  of  girls  in  this  country,  leav- 
ing it  in  the  hands  of  time  to  develop  this  reform  slowly 
and  gradually  into  maturity  and  fulness." 

So  you  see,  gentlemen,  that  the  matter  has  been  already 
definitely  settled  by  the  progressive  Brahmos— they,  as  a 
tentative  measure,  adopted  fourteen  years  as  the  marriage- 
able age  of  their  girls,  and  in  the  course  of  only  eighteen 
years  there  is  a  growing  desire  in  that  community  to  raise  it 
to  sixteen,  and  they  have  become  so  well  convinced  of  the 
beneficial  effects  that  have  resulted  from  it  that  a  case  has 
accidentally  come  to  my  knowledge  where  a  girl  over  fourteen 
years  has  been  betrothed,  but  marriage  has  been  deferred  till 
the  completion  of  her  sixteenth  year.  Such  good  sense  can- 
not generally  be  expected  from  other  sections  of  the  Indian 
community. 

In  India,  however  strong  the  medical  opinion,  and  how- 
ever stringent  the  laws  may  be,  they  will  be  honoured  more  in 
the  breach  than  in  their  observance  ;  while  in  the  healthier 
atmosphere  of  England,  people  generally  go  far  beyond  the 
limit  prescribed  by  law,  and  here  the  Parsees  are  the  only 
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people  that  follow  it  with  few  exceptions,  as  the  following 
statistics  will  show  : — Fifty-seven  marriages  took  place  at 
and  after  twenty,  17  at  nineteen,  18  at  eighteen,  20  at  seven- 
teen, 20  at  sixteen,  19  at  fifteen,  7  at  fourteen,  10  at  thirteen, 
4  at  twelve,  and  6  at  eleven,  so  that  out  of  178  marriages 
only  20  took  place  before  fourteen ;  but  amongst  them 
though  marriages  or  rather  betrothals  may  take  place  at  an 
early  age  they  are  never  consummated  before  the  age  of 
fourteen  or  fifteen.  This  to  my  mind  accounts  for  the  pros- 
perity of  the  Parsee  community. 

I  therefore  exhort  my  Indian  medical  friends  to  throw 
aside  for  a  time  all  preconceived  ideas  imbibed  on  the  sub- 
ject from  early  association,  love  for  our  time-honoured  cus- 
toms and  veneration  for  our  ancient  lawgivers,  and  fix  an  age 
that  shall  stand  the  test  of  time  founded  on  the  rock  of 
scientific  truth,  unswayed  by  motives  of  expediency  or  com- 
promise and  undismayed  by  fear  of  obloquy. 

I  need  say  nothing  to  the  European  medical  gentlemen 
for  they  will  be  by  instinct,  education,  and  association,  advo- 
cates of  an  age  much  above  our  highest  ideal,  and  if  Dr. 
McLeod  has  proposed  the  age  of  legal  protection  to  be  raised 
from  ten  to  twelve  only,  he  has  done  so,  I  feel  sure,  purely 
out  of  deference  to  Indian  public  opinion,  and  not  from  con- 
viction. Here  I  may  bring  to  the  notice  of  our  learned  Presi- 
dent that  I  cannot  reconcile  the  statement  made  by  him  that 
it  is  held  by  law  to  be  felony  in  England  to  have  sexual 
intercourse  with  a  girl  below  the  age  of  fourteen  years  with 
that  given  in  Lyon's  Medical  Jurisprudence  for  India,  page 
22,  where  it  is  stated  that  "  in  England  sexual  intercourse 
with  consent  is  rape  up  to  the  age  of  thirteen,  and  between 
the  ages  of  thirteen  and  sixteen,  although  not  rape,  is  an 
offence."  I  have  thought  it  my  duty  to  bring  this  to  notice 
for  clearing  up  the  point,  but  it  matters  not  what  the  law  is 
in  England  ;  for  what  we  have  come  to  know  from  the  statis- 
tics I  have  placed  before  you  of  the  Brahmo  community  and 
from  the  general  impression  amongst  Brahmos  and  Native 
Converts  is,  that  the  average  age  at  which  menstruation  occurs 
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amongst  their  girls  is  thirteen  years  six  months,  and  so  it  is 
but  "  reasonable  and  right "  that  the  age  of  consent  should  be 
raised  from  ten  to  fourteen  years  at  least,  and  we  should  re- 
assert with  strong  emphasis  with  the  weight  of  this  Society's 
opinion  that  the  minimum  age  of  marriage  for  Indian  girls 
should  be  the  same  as  that  held  by  Dr.  Chevers  and  others 
some  eighteen  or  twenty  years  ago — namely,  sixteen  years. 
I  would  have  gone  in  for  a  higher  age  than  sixteen,  had  I 
not  been  hampered  by  the  knowledge  that  that  is  the  law 
in  England.  This  law  if  passed  will  not  go  against  infant- 
marriage,  but  against  its  consummation  before  the  prescribed 
age.  The  country  is  at  present  convulsed  with  this  all- 
important  subject,  and  pressure  is  likely  to  be  brought  to 
bear  on  the  Government  to  alter  the  existing  law  on  the 
point.  Rumours,  however,  are  afloat  that  the  age  of  twelve 
is  likely  to  be  fixed  by  the  Legislature  for  protection,  but  we 
should  be  wanting  in  our  duty  as  Natives  of  India  should 
we  not  protest  against  it  as  unscientific,  injurious  and  detri- 
mental to  the  well-being  of  the  Indian  population,  even  in 
a  purely  physiological  point  of  view,  irrespective  of  other 
considerations,  which  no  doubt  have  a  great  bearing  on  a 
nation's  prosperity,  and  if  what  we  hear  comes  to  pass  we 
shall  have  this  satisfaction  that  we  have  done  our  duty  to  our 
country  regardless  of  any  other  consideration  than  our 
country's  good. 

Twenty  Co7isecutive  Cases  of  Laparotomy  for  Diseased  litems, 
and  Appendages.     E.  SINCLAIR  STEVENSON,   F.R.C.S.E., 

ETC.,   ETC.,  ETC. 

You  will  see  that  out  of  twenty  cases,  of  which  the  accom- 
panying table  gives  a  resum^,  two  died— Nos.  8  and  18.  The 
first  was  a  case  of  large  CEdematous  Myoma,  almost  filling  the 
abdominal  cavity,  and  firmly  adherent  to  important  organs ; 
the  patient  died  from  shock  two  hours  after  the  operation.  No. 
18  had  a  large  fibro-cystic  solid  growth  with  a  twisted  pedicle. 
The  whole  tumour  was  almost  black;  the  pedicle  so  twisted 
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that  its  calibre  was  about  the  size  of  a  pipe  stem.  There  were 
no  adhesions  to  speak  of ;  no  difficulties.  The  patient  sank 
on  the  fifth  day,  with  large  acute  bed  sores,  but  no  other 
symptoms. 

Two  cases — Nos.  4  and  9 — were  twice  operated  upon.  The 
first  was  for  the  removal  of  the  right  ovary,  which  had  been  left 
unremoved.  No.  9  for  acute  peritonitis  and  intestinal  obstruc- 
tion, supervening  twelve  days  after  an  operation  for  the  removal 
of  diseased  appendages.     Both  recovered  and  are  cured. 

No.  6  was  unfinished,  permission  to  operate  only  being  given 
on  condition  that  no  unnecessary  risk  was  run.  The  adhesions 
were  so  formidable  that  things  were  left  as  they  were. 

No.  20  was  operated  on  five  months  ago,  and,  although 
much  better,  no  correct  prognosis  can  be  given  in  so  short  a 
time. 

The  operation  on  No,  1 1  was  performed  shortly  after  labour, 
for  Haemato-salpynx  and  recurrent  peritonitis.  Blood  was 
found  in  the  pelvic  cavity  escaping  from  the  corresponding 
ovary.  No  1 1  recovered  after  developing  a  faecal  fistula  and 
tetanus. 

No.  17.  This  was  a  case  of  haemorrhage  into  the  left  broad 
ligament,  causing  great  pain,  and  distending  it  to  an  enormous 
extent.  The  tumour  was  sewn  to  the  abdominal  walls,  as  a 
precaution  against  further  complication.  The  blood  became 
gradually  absorbed,  and  pain  ceased  immediately  after  the 
operation. 

No.  19  has  no  clinical  interest  further  than  the  great  size  of 
the  tumour,  which  contained  no  less  than  six  gallons  of  thick 
fluid. 

No.  20.  During  the  operation  for  diseased  appendages 
the  adhesions  were  found  to  be  so  firm  that,  though  all  possible 
care  was  taken,  the  ascending  colon  was  torn  in  two  places  and 
sewn  with  silk.  Four  days  afterwards  she  passed  a  liquid 
motion,  and  on  the  sixth  a  solid  natural  one. 

The  uterine  appendages  were  removed  for  bleeding  Myo- 
mataon  two  occasions.  In  bothcasesthe  patients  were  blanched 
from  loss  of  blood,  and  in  both  the  operation  was  thoroughly 
successful  in  stopping  the  haemorrhage  and  in  reducing  the 
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growth  of  the  tumours.  In  two  other  cases  the  appendages 
were  removed  for  Fibroids  causing  much  pain.  In  both  the 
menstruation  was  arrested  and  the  pain  much  relieved. 

In  one  case  only  the  removal  of  the  appendages  was  per- 
formed for  Dysmenorrhcea  and  Menorrhagia  ;  these  symptoms 
completely  disappeared  after  the  operation. 

When  the  appendages — that  is  the  ovary  and  tubes,  were 
entirely  removed,  in  every  case  the  menstruation  was  stopped. 
All  the  cases  where  the  appendages  were  removed  for  pain  and 
haemorrhage  had  undergone  different  kinds  of  treatment  before 
they  were  operated  on  as  a  dernier  ressort.  In  two  cases  the 
operation  was  unilateral  from  choice,  both  being  young  patients 
and  anxious  to  have  a  family. 

In  only  one  case  a  hernia  developed  in  a  very  slight  degree, 
and  it  occurred  where  the  incision  had  been  very  small — one 
and  a  half  inches.  Curiously  enough,  in  the  case  where  the 
faecal  fistula  supervened,  and  where  all  the  stitches  gave  way, 
no  hernia  followed. 


ANNALS  OF   GYNECOLOGY. 

Prolapse  of  the  Ovary.    By  Alexander  Duke,  M.D. 

One  of  the  most  distressing  and  painful  complaints  to 
which  the  human  female  is  liable  is  that  of  prolapse  of  the 
ovary.  The  commonest  displacement,  as  that  which  gives  the 
most  trouble  as  a  rule,  is  generally  backwards  and  downwards 
into  Douglas's  space,  and  is  most  frequently  found  in  con- 
junction with  retroflexion  or  retroversion  of  the  uterus,  and  is 
more  familiar  to  the  gynaecologist  than  the  other  forms  of 
displacement.  The  ovary,  enlarged  from  structural  disease, 
becomes  congested  and  tumefied,  more  especially  at  or  near  a 
period,  and  a  sudden  fall  or  violent  exertion,  combined  with  a 
lax  condition  of  the  broad  ligament,  allows  that  organ  to  sink 
by  degrees,  till  the  pain  produced  by  the  action  of  the  bowel 
(more  especially  when  allowed  to  become  confined)  is  the 
first  thing  to  direct  the  patient's  attention  to  the  complaint, 
and  soon  compels  her  to  seek  relief     Byford  states  "  that  the 
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intimate  and  firm  ligamentous  connection  of  the  ovaries  with 
the  fundus  of  the  uterus  causes  them  to  partake  of  the  changes 
in  the  position  of  that  part  of  the  organ.  Thus,  when  the 
fundus  rises  into  the  abdomen  during  pregnancy,  the  ovaries 
are  carried  up  with  it. 

When  the  complaint  has  been  of  some  duration  the  ovary 
will  easily  be  detected  by  the  pain  and  feeling  of  sickness 
complained  of  by  the  patient  when  touched  or  pressed  upon 
by  the  finger  of  the  examiner,  and  which  almost  always  makes 
the  diagnosis  unmistakable. 

When  the  prolapsed  organ  is  held  down  by  adhesions  or  a 
retroflected  uterus,  it  becomes  a  difficult  matter  to  treat  the 
case  satisfactorily. 

My  own  experience  leads  me  to  think  that  this  affection 
is  oftenover  looked,  the  flexion  or  version  diagnosed  only,  and 
a  pessary  introduced,  which,  as  Byford  says,  "  is  pretty  sure  to 
cause  pressure  upon  these  sensitive  organs,  and  soon  become 
intolerable."  My  object  in  writing  this  paper  is  to  call  atten- 
tion to  the  importance  of  examining  more  closely  in  all  cases 
of  retroflexion  (more  especially  of  long  standing)  for  a  pro- 
lapsed ovary  before  inserting  a  pessary,  which  may  do  more 
harm  than  good  ;  certainly  add  to  the  patient's  distress,  and 
bring  discredit  on  a  valuable  instrument.  Examination  per 
rectum  in  these  cases  is  most  important,  the  ovary  can  be 
more  distinctly  felt,  as  the  examining  finger  can  reach  higher, 
and  the  organ  can  be  palpated  by  a  finger  in  both  passages 
if  necessary.  The  treatment  I  adopt  in  these  cases  is  the 
following : — 

I  place  the  patient  in  the  knee-elbow  or  knee-chest 
position,  and  the  vagina  being  kept  open  by  the  duck-bill 
speculum,  the  gravitation  of  the  uterus  forwards,  assisted  con- 
siderably by  the  atmospheric  pressure  on  vaginal  roof  will 
(if  the  ovary  be  not  bound  down  by  adhesions)  move  upwards 
and  out  of  reach  of  the  examining  finger. 

If  a  Thomas  pessary  (which  is  the  one  I  prefer)  be  chosen, 
of  suitable  size  and  fixed  in  situ  so  as  to  fill  the  roof  of 
vaginal  posterior  cul-de-sac^  the  ovary  cannot  possibly  regain 
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its  vicious  position,  and  by  keeping  the  bowels  regular,  and 
restoring  the  general  tone  as  much  as  possible  by^common- 
sense  treatment,  the  patient  will  certainly  be  relieved,  if  not 
completely  cured. 

When  we  find  the  ovary  bound  down  by  firm  adhesions, 
which  will  not  give  way  under  the  influence  of  massage,  and 
the  patient's  life  becomes  a  burden,  it  is  our  duty  to  consider 
the  removal  of  the  offending  organ,  which,  as  a  rule,  is  not  a 
difficult  operation,  in  this  displacement  easy  access  being  had 
through  posterior  part  of  vaginal  roof.  The  organ  being 
drawn  down  by  ovum  forceps,  a  ligature  is  passed  round  the 
pedicle  and  tied,  and  a  scissors  completes  the  removal.  The 
incision  should  be  left  open  for  drainage  ;  no  necessity  for 
sutures ;  vagina  well  syringed  directly  after  the  operation,  and 
the  rest  left  to  nature. 


Uterine  Hcemorrhage  a  Week  after  Labour. 

'Dv.yiY.T^?>l'^GX  {Der  Fratienarzt,  October,  1890)  observes 
that  Klotz  has  recently  described  two  cases  of  intra-uterine 
haemorrhage  where  the  vagina  had  been  plugged  ;  one  ended 
fatally,  whilst  the  other  was  saved  with  difficulty.  Dr.  Men- 
singa  believes  that  this  accident  is  more  frequent  than  is 
supposed,  some  fatal  cases  being  registered  as  death  from 
some  other  cause,  others  being  recognised  but  not  recorded. 
He  was  called  in  last  March  to  a  robust  woman,  who  had 
given  birth  to  a  large  male  child  a  week  previously.  The 
placenta  came  away  entire,  and  there  had  been  no  fever.  The 
patient  had  suddenly  been  attacked  with  haemorrhage.  The 
uterus  was  of  the  size  of  a  man's  fist ;  the  vagina  contained 
masses  of  clot.  The  os  admitted  the  finger ;  no  fragments  of 
placenta  could  be  felt.  The  colpeurynter  was  introduced, 
and  the  flooding  ceased  for  a  few  hours;  then  it  came  on 
again,  and  the  patient  became  very  feeble.  The  hand  could 
be  passed  into  the  uterus  ;  clots  were  turned  out,  and  with  his 
left  hand  Dr.  Mesinga  introduced  the  colpeurynter,  using  the 
right  hand  already  in  the  uterus  as  a  guide  for  its  intro- 
duction. The  instrument  set  up  uterine  contraction.  Next 
VOL.  VI.— NO.  24.  40^ 
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morning  it  was  removed,  and  a  Sims's  speculum  was  intro- 
duced. The  uterus  was  drawn  down  by  a  volsella,  and  by- 
means  of  speculum  forceps  its  cavity  was  plugged  with  a 
double  strip  of  iodoform  gauze,  two  inches  and  a  half  broad 
and  a  yard  long.  The  forceps  was  apt  to  pull  out  the  gauze 
when  withdrawn  for  the  introduction  of  more  of  that  material. 
So,  holding  the  uterus  firmly  by  the  volsella  in  the  left  hand, 
Dr.  Mensinga  let  go  the  forceps,  took  up  a  sound  in  his  right 
hand,  and  pushed  it  between  the  blades  of  the  forceps,  so  as 
to  disengage  the  gauze.  The  nurse  held  the  speculum  in  one 
hand  and  the  roll  of  gauze  in  the  other,  whilst  it  was  being 
gradually  introduced.  By  the  above  arrangement  the  plugging 
was  effected  with  facility.  The  vagina  was  also  packed  with 
gauze.  The  entire  plug,  uterine  and  vaginal,  was  removed  at 
the  end  of  forty-eight  hours.  No  more  bleeding  ensued.  The 
further  course  of  the  case  is  reported  as  aseptic  ;  but  mastitis 
occurred  in  the  lower  part  of  the  left  breast,  and  five  small 
abscesses  formed  in  succession  and  broke.  Dr.  Mensinga 
has  seen  two  similar  cases  in  his  own  practice.  The  first  he 
saved,  the  second  was  not  seen  by  him  until  she  was  moribund. 
The  vagina  had  been  plugged  by  the  midwife,  who  had  acted 
according  to  official  regulations  in  post-partum  haemorrhage. 

GyncBcological  Cases  Treated  by  Electricity* 

Dr.  W.  Fraser  Wright  after  relating  twenty-three  cases 
treated  in  Professor  Simpson's  Clinique  by  Electricity,  arrives 
at  the  following  conclusions  : — 

1.  There  are  twenty-three  cases  in  all,  and  in  each  the 
constant  current  has  been  employed,  necessitating  304  applica- 
tions. Of  these  forty-one  were  punctures — always  negative  ; 
125  were  positive  intra-uterine  cauterizations;  103  negative 
intra-uterine  cauterizations ;  and  thirty-five  vaginal  applica- 
tions with  non-metallic  electrode. 

2.  Eight  cases  were  haemorrhagic  fibroids ;  seven  were 
treated  by  positive  intra-uterine  applications ;  and  one  by 
negative  puncture,  as  it  was  impossible  to  get  a  sound  into 
the  uterus, 


Sjimmary  of  Gyncscology,  including  Obstetrics.     627 


3.  In  all  but  one  the  haemorrhage  was  arrested,  and  the 
improvement  maintained  for  at  least  a  year  after  treatment. 
For  this  one  exception  a  distinct  and  satisfactory  cause  was 
found. 

4.  It  therefore  appears  that  haemorrhage  may  be  dimin- 
ished by  a  form  of  application  other  than  positive  cauteri- 
zation, more  observations  being  required  on  this  point. 

5.  There  were  three  cases — four  really,  if  we  include  one 
of  the  hemorrhage  cases — in  which  pressure  symptoms  espe- 
cially connected  with  the  bladder  functions,  required  treat- 
ment. All  were  greatly  benefited,  the  improvement  being 
apparently  permanent. 

6.  Next  there  is  a  group  of  fibroids  in  which  pus,  especially 
at  the  periods,  is  the  chief  symptom.  These  seem  to  have 
not  at  all  benefited  by  the  constant  current  either  physically 
or  symptomatically  (perhaps  with  the  exception  of  one,  which 
was  slightly  improved).  These  were  mostly  subperitoneal 
and  were  treated  by  negative  intra-uterine  applications. 

7.  Of  these  sixteen  fibroids  treated  in  no  case  was  the 
tumour  entirely  removed  ;  but  in  eleven  there  was  a  diminu- 
tion in  size.  In  one  only  was  this  to  any  great  extent,  the 
amount  of  diminution  in  the  others  being  insignificant,  though 
appreciable  to  the  touch  ;  five  were  entirely  unaffected,  except 
that  no  increase  in  size  could  be  detected.  In  two  of  these 
five  the  symptoms  were  relieved,  and  permanently ;  in  the 
other  three  there  was  no  relief. 

8.  The  kind  of  application  made  no  difference,  so  far 
as  diminution  in  size  is  concerned,  ?>.,  whether  positive 
intra-uterine,  negative  intra-uterine,  or  negative  puncture.  In 
some  the  diminution  was  apparent  after  a  few  applications,  in 
others  not  till  several  months  had  elapsed  after  cessation  of 
treatment. 

9.  Obstinate  cellulitic  deposits  were  removed  by  the 
constant  current,  but  it  appeared  to  have  little  or  no  effect 
on  peritonitic  adhesions. 

10.  In  one  case  of  subinvolution,  where  pain  was  a  source 
of  constant  anxiety,  the  pain  was  relieved;   but  no  effect 


628     Summary  of  Gyncecology,  inchiding  Obstetrics. 

was  produced  on  the  size  of  the  uterus  by  negative  intra- 
uterine applications. 

11.  One  case  of  pathological  anteflexion  with  endo- 
metritis, which  had  resisted  other  remedies,  was  much  im- 
proved symptomatically,  but  unaltered  physically,  by  vaginal 
applications. 

12.  All  patients,  whether  the  pelvic  condition  was  im- 
proved or  not,  felt  much  better  in  their  general  health  after  a 
few  applications. 

This,  then,  is  the  sum  total  of  the  whole — that  symptoms 
caused  by  fibroid  tumours  were  almost  always  relieved,  at  least 
haemorrhage  and  pressure  symptoms,  while  the  tumour  itself 
was  diminished  in  size,  and  perhaps  had  its  growth  arrested  ; 
but  to  verify  this  more  time  must  be  allowed  to  elapse.  Un- 
mistakably, also,  the  constant  current  was  found  a  powerful 
agent  in  causing  the  absorption  of  cellulitic  exudations.  I 
believe  this  will  yet  be  found  to  be  one  of  the  most  important 
indications  for  its  use. 

Further  than  this,  from  personal  trial,  I  am  unable  to 
go ;  but  desiring  to  see  for  myself  how  things  were  worked 
at  the  fountain-head,  I  went  to  Paris  just  after  finishing 
this  series  of  cases,  and  regularly  attended  for  the  space  of 
three  months  the  cliniques  of  M.  ApostoH.  It  would  take 
too  much  time  to  give  even  a  short  account  of  all  I  saw  there  ; 
but  I  take  this  opportunity  of  recording  the  great  obligation 
I  am  under  to  M.  Apostoli  for  his  great  kindness  and  cour- 
tesy, and  for  the  trouble  and  inconvenience  he  was  always  so 
willing  to  undergo  for  the  purpose  of  explaining  his  methods. 
In  the  main  I  found  that  I  had  been  pursuing  exactly  the 
same  method  in  so  far  as  the  kind  of  application  went,  but  at 
his  clinique  the  variety  of  cases  treated  was  very  great.  Here 
it  would  be  out  of  place  to  criticise  the  cases,  as  they  have 
not  yet  been  published,  but  on  the  whole  the  results  he 
obtained  were  so  far  exactly  as  I  am  pleased  to  be  able  to 
corroborate.  Other  cases — such  as  salpingitis,'endometritis,  &c. 
— were  treated  very  successfully,  but  these  could,  I  am  sure, 
have  been   equally  benefited  by  less  tedious  and  difficult 
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means ;  but  I  was  much  struck  by  the  beneficial  effect  of 
Faradic  applications  for  ovarian  pain. 

And  now  it  seems  that  the  constant  current  must  take  a 
place  in  the  treatment  of  some  very  important  gynaecological 
affections ;  its  efficacy  in  relieving  the  distressing  symptoms 
of  fibroids  is  a  fact  about  which  all  who  have  given  the 
remedy  a  fair  trial  agree.  What  place  must  we  then  assign  to 
it  ?  It  is  plain  that  simply  because  it  can  arrest  haemorrhage 
it  is  not  to  be  used  in  all  bleeding  fibroids,  as  most  of  these  are 
effectively  treated  by  ergot  and  like  drugs.  But  some  will 
fail  to  be  cured  medicinally.  Such  were  the  eight  cases  I  have 
recorded  to-night.  For  these  a  few  years  ago  there  was 
nothing  left  but  operative  interference ;  but  now  it  has  only 
been  necessary  to  operate  on  one.  And  this  is  precisely  the 
sphere  in  which  the  new  treatment  will  find  its  greatest  useful- 
ness— in  diminishing  the  number  of  fibroids  requiring  opera- 
tion, for  some  of  a  surety  must  still  require  the  surgeon.  As 
a  haemostatic,  then,  it  should  be  ranked  with  ergot ;  but  with 
this  great  recommendation,  that  many  cases  unaffected  by  the 
drug  will  be  cured  by  the  current. 

True,  it  is  very  troublesome  and  tedious,  much  more  so 
than  any  surgical  operation.  Such  is  the  opinion  of  those 
who  ought  to  know  ;  but  I  cannot  help  thinking  that  any 
treatment  whatever,  no  matter  how  tedious  to  the  practitioner, 
if  successful,  is  better  gynaecological  practice  than  an  operation 
for  removal  either  of  the  appendages  or  of  the  uterus  itself 
which  must  always  be  done  with  great  reluctance,  and  only 
because  everything  else  has  been  tried.  If  electricity  has  not, 
then  everything  else  has  not  been  tried.  And  here  it  is  that 
the  question  of  mortality  has  been  raised.  I  can  scarcely 
conceive  that  the  mortality  attending  this  new  method  of 
treatment  can  ever  be  compared  with  even  the  best  operative 
statistics.  Here  especially  it  is  necessary  to  have  a  full  record 
of  the  fatal  cases,  so  that  one  may  see  how  much  blame  is  to 
be  attached  to  the  method  and  how  much  to  the  operator, 
for  several  deaths,  generally  supposed  to  have  been  caused  by 
electricity,  have,  when  inquired   into  closely,  turned  out  to 
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be  due  either  to  carelessness  or  ignorance,  or  to  be  merely 
accidentally  associated  with  the  electrical  treatment.  Thus  it 
becomes  important  not  only  to  have  statistics  or  results,  but 
also  details  of  cases — the  working  out  of  results — so  that 
each  one  may  see  and  judge  for  himself. 

In  the  second  place,  it  is  clearly  indicated  as  a  means  of 
treatment  in  all  cases  where  the  tumour  blocks  the  pelvis, 
causing  pressure  symptoms.  Here  there  is  nothing — abso- 
lutely nothing — that  can  for  a  moment  compare  with  the 
electrical  treatment. 

Beyond  these  two  classes  of  fibroids  I  am  unable  to  pro- 
ceed. It  may  be  that  as  the  method  becomes  more  fully 
developed,  it  will  be  found  useful  in  other  cases.  As  yet  there 
seems  little  evidence  of  this. 

Now  we  pass  to  another  group  of  cases — cellulitis — for 
which  the  constant  current  seems  destined  to  hold  a  high  place 
as  a  remedial  measure.  Here,  again,  many  (but  I  do  not  think 
most)  cases  get  well  with  ordinary  antiphlogistic  treatment. 
But  those  that  do  not,  can  nothing  be  done  for  them  ?  Hap- 
pily, as  these  cases  show,  we  have  still  a  powerful  means  at 
our  disposal  in  the  constant  current.  I  am  sorry  to  say  I 
have  not  had  such  a  happy  result  with  peritonitic  adhesions. 

Many  other  pelvic  conditions  may  be  best  treated  by  the 
constant  current.  Of  these  I  have  not  had  enough  experience 
to  speak  with  certainty.  There  would  appear,  however,  to  be 
some  cases  in  which,  after  ordinary  remedies  have  failed  to 
relieve,  the  constant  current  has  the  desired  effect,  so  that  it 
should  always  be  kept  in  mind  as  a  possible  necessity. 

I  would  like  next  to  make  a  few  remarks  about  the  method 
of  procedure^  and  about  the  rationale  of  the  treatment. 

The  Method  of  Procedure. 

Into  this  part  of  the  subject  I  do  not  propose  fully  to 
enter.  It  is  already  sufficiently  understood  by  all.  But  a  few 
practical  points  that  have  cropped  up  from  time  to  time  may 
be  useful. 
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The  intra-uterine  applications  are  nearly  always  made 
with  a  platinum  electrode.  But  for  haemorrhagic  cases  which 
are  not  improving,  or  where  the  uterine  cavity  is  expanded, 
so  that  the  whole  mucous  membrane  may  not  be  cauterized 
by  the  platinum,  Apostoli's  graduated  carbon-pointed  electrodes 
are  indispensable. 

For  puncture,  steel  trocars  are  used.  Apostoli  lays  down 
the  rule — ist.  That  piinctui'es  shoidd  by  choice  be  made  wheii  a 
portion  of  the  tumour  presents  through  the  posterior  fornix,  and 
always  of  necessity  when  it  is  impossible  to  pass  a  sound  into  the 
uterus ;  2nd,  That  punctures  shoidd  never  be  made  except 
through  the  posterior  fornix;  and,  3rd,  Tlie  needle  slioidd  be 
ptished  into  the  tumour  to  the  extent  of  only  half  an  inch.  Some- 
times I  found  that  there  was  a  distinct  cellular  deposit  round 
the  tumour,  and  that  if  by  chance  the  trocar  did  not  pass 
beyond  this,  great  pain  was  caused  by  the  application. 
Generally,  a  feeling  of  greater  resistance  will  tell  the  operator 
when  the  tumour  is  reached  ;  and  it  should  be  punctured  to 
the  depth  of  half  an  inch.  These  applications  are  generally 
negative,  but  may  be  positive  if  the  negative  ones  are  too 
painful. 

Sometimes — as  when  we  wish  to  cause  the  absorption  ot 
an  exudation — the 'internal  electrode  is  in  the  vagina,  and  not 
intra-uterine.  In  this  case  its  end  is  covered  with  cotton  wool, 
to  prevent  cauterization  of  the  vaginal  mucous  membrane.  As 
it  is,  care  must  be  taken  not  to  use  too  high  an  intensity — 
50  ma.  or  less  is  quite  sufficient— lest  a  shrinking  and  corru- 
gation of  the  mucous  membrane  result.  The  vaginal  elec- 
trode is  generally  made  negative  ;  but  it  is  the  effect  of  the 
interpolar  current  which  is  desired. 

Punctures,  as  a  matter  of  precaution,  are  better  made  not 
oftener  than  once  a  week,  by  which  time  the  previous  wound 
is  almost  healed.  Some  puncture  oftener,  but  I  think  it  is 
attended  with  risk.  Other  applications  may  be  made  about 
five  times  in  the  fortnight. 

With  regard  to  the  flat  inactive  abdominal  electrode,  which 
Apostoli  still  makes  of  sculptor's  clay  covered  with  tarlatan,  I 
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have  made  use  of  a  form  originally  devised  by  Engelman  of 
St.  Louis,  viz.,  a  plate  of  perforated  zinc  alloy,  on  which  is 
quilted,  about  an  inch  thick,  ordinary  absorbent  cotton.  This 
is  steeped  in  a  warm,  weak  saline  solution,  and  wrung  dry 
just  before  application.  Engelman  advised  that  no  salt 
should  be  put  in  the  water,  but  this  is  a  mistake.  This  form 
of  electrode,  like  many  others,  is  quite  as  good  as  the  clay  one, 
and  far  less  disagreeable  to  the  patient,  as  it  is  warm  and 
clean. 

Antiseptic  douches  should  be  used  before  and  after  each 
application. 

I  did  not  find  a  rheostat  necessary,  as  the  patients  were 
quite  able  to  bear  the  addition  of  one  cell  at  a  time. 

It  is  well  also  to  remember  the  caution  with  which  all 
external  measurements  should  be  accepted  as  an  indication  of 
the  size  of  a  tumour.  They  must  always  be  combined  with 
bi-manual  examination. 

So,  too,  measurements  of  the  uterine  cavity  with  the  sound 
are  apt  to  be  very  fallacious,  and,  alone,  cannot  be  taken  as 
evidence  of  the  size  of  the  uterine  mass.  This  is  owing  to  the 
great  difficulty  often  experienced  in  passing  the  sound  the 
whole  way.     It  is  a  point  also  referred  to  by  Dr.  Keith. 

No  great  knowledge  of  electricity  is  required  in  making 
these  applications.  Of  course,  an  acquaintance  with  the 
elements  of  electricity  is  necessary.  Ability  to  make  an 
accurate  diagnosis,  the  requisite  manual  dexterity,  such  as  is 
required  for  ordinary  gynaecological  manipulations,  and  a 
knowledge  of  what  the  electrical  current  is  capable  of  doing, 
so  that  the  proper  kind  of  application  may  be  made  in  each 
particular  instance — these  are  absolutely  essential. 

Danger. 

The  alleged  danger  of  these  applications  I  have  not  seen. 
With  ordinary  care,  and  with  antiseptic  precautions,  there 
appears  to  me  to  be  no  danger  whatever.  Some  cases  may 
require  to  remain  in  bed  during  the  treatment,  but  the  great 
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majority  can  come  for  applications,  and  after  resting  for  an 
hour  or  so  walk  home  with  little  or  no  inconvenience.  Some 
of  my  cases  came  regularly  a  two  or  three  hours'  journey  by 
train,  and  went  home  again  after  each  application. 

Septicaemia,  as  a  result  of  puncture,  is  to  be  prevented  by 
antiseptic  douching,  and  by  making  the  applications  not  too 
frequently. 

In  one  of  my  cases  cellulitis  was  set  up,  but,  as  already 
mentioned,  for  this  I  was  entirely  to  blame,  having  used  the 
sound  without  sufficient  care  and  gentleness. 

Certain  minor  effects  are  frequently  caused  by  the  appli- 
cations.    These  are — 

1.  Headache,  which  commonly  lasts  for  two  or  three  hours. 
It  is  relieved  by  lo  grain  doses  of  antipyrin.  Dr.  Keith  uses 
iodide  of  potassium. 

2.  A  feeling  of  bodily  weariness  and  lassitude,  which  soon 
passes  off,  giving  place  next  day  to  a  feeling  of  greater  well- 
being  than  before,  as  a  rule. 

3.  A  bloody  discharge  is  often  set  up  by  the  introduction  oi 
the  intra-uterine  electrode.  This  soon  stops,  but  may  be 
followed  for  a  day  or  two  by  a  dirty-grayish,  semi-bloody  flux. 
And  in  bleeding  fibroids,  it  may  be  that,  for  the  first  week  or 
two  of  treatment,  the  flow  is  increased,  so  that  one  might  give 
it  up  in  despair,  concluding  that  it  had  actually  increased  the 
haemorrhage,  whereas  if  the  applications  be  continued  a  little 
longer  it  soon  stops.  This  is  of  great  importance,  and  should 
be  borne  in  mind. 

4.  Pain  in  the  abdomen,  and  especially  over  the  fibroid, 
apparently  due  to  a  slight  inflammation  in  the  tumour,  is  not 
uncommon.  It  usually  subsides  in  the  course  of  twenty-four 
hours,  and  requires  no  treatment.  A  fresh  application  should 
not  be  made  until  it  has  entirely  ceased. 

5.  It  is  generally  supposed  that  a  sudden  breaking  of  the 
current  is  very  disastrous.  Twice,  accidentally,  it  was  broken 
at  200  ma.,  and  once  at  250  ma.,  but,  beyond  causing  a  slight 
shock,  did  no  harm. 

6.  HcBJHorrhage  may  follow  punctures.     This  is  easily 


634     Summary  of  Gyncecologyy  iticluding  Obstetrics. 

arrested  by  hot  douches  or  packing.  It  is  to  be  avoided  by 
puncturing  through  the  posterior  fornix  only,  and  by  feeling 
first  with  the  tip  of  the  finger  to  make  sure  that  no  vessel 
pulsates  at  the  spot  selected. 

Rationale. 

While  originally  intending  to  steer  clear  of  this  subject,  as 
it  can  only  be  a  matter  of  speculation,  I  hope,  nevertheless,  to 
keep  still  within  the  sphere  of  observation  and  fact,  by  simply 
trying  to  interpret  some  of  the  results. 

It  is  generally  admitted  that  the  effects  of  the  constant 
current  may  be  divided  into  two  groups  :  first,  that  due  to  the 
passage  of  the  current  between  the  two  poles,  the  inter-polar 
effect ;  and,  second,  that  due  to  the  localized  action  of  the 
active  internal  pole,  according  as  it  is  negative  or  positive. 
The  difificulty  commences  when  an  attempt  is  made  to  explain 
these  effects.  Turn  for  a  moment  to  each  of  the  categories 
of  cases,  and  see  how  the  facts  correspond  with  the  state- 
ments made. 

Firstly,  the  Bleeding  Fibroids. — Here,  unquestionably,  I 
can  confirm  the  statement  that  the  positive  metallic  electrode 
in  utero  has  the  power  of  arresting  haemorrhage.  It  is  clearly 
haemostatic,  as  every  one  is  agreed.  But  cases  I.  and  X.,  in 
which  haemorrhage  was  greatly  diminished  by  negative  punc- 
ture, show  that  the  inter-polar  current  may  also  be  able  to 
arrest  haemorrhage. 

Secondly,  Relief  of  Pressure  Symptoms. — This  apparently 
can  be  accounted  for  by  the  diminution  in  size  of  the  tumour 
mass,  which  is  a  constant  accompaniment.  How  this  diminu- 
tion occurs  will  be  seen  presently. 

Thirdly,  the  negative  metallic  pole  in  utero  does  tend  to 
increase  the  amount  of  blood  lost  at  the  periods,  but  this 
effect,  in  many  cases,  has  been  only  temporary,  I  think,  and  at 
any  rate  has  made  little  difference  in  the  dysmenorrhoea. 

Fourthly,  Hoiv  does  Diminution  in  Size  of  the  Tuntour 
occur  ? — This  is  the  question  which  has  excited  most  discus- 
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sion  and  speculation,  and  is  a  point  that  can  be  satisfactorily 
determined  only  by  experiment.  Whether  the  electrical 
current  can  entirely  dissipate  a  fibroid  or  not  I  am  unable  to 
say.  I  have  never  seen  it  happen,  and  Apostoli,  with  his 
vast  experience,  acknowledges  its  extreme  rarity.  But 
dimituUion  in  the  size  of  the  tumour  mass  is  an  undoubted 
fact.  This  is  apparently  an  inter-polar  effect  entirely,  but 
how  it  occurs  I  cannot  pretend  to  say.  Eleven  of  these  six- 
teen cases  underwent  diminution,  slight,  no  doubt,  but  still 
appreciable.  In  only  one  case  was  it  so  great  that  it  could 
not  be  accounted  for  partly  by  the  contraction  and  hardening 
of  the  tumour  which  follow  the  applications,  and  which, 
therefore,  leave  it  harder  and  slightly  smaller  than  before.  As 
a  result  of  this,  also,  any  nodules  near  the  external  surface  of 
the  uterus  tend  to  become  subperitoneal  by  being  gradually 
extruded,  and  those  towards  the  interior  become  submucous, 
often  pediculated,  and  may  be  expelled  per  vaginam.  This, 
then,  is  the  first  factor  in  the  diminution.  The  second  one, 
which  is  purely  theoretical,  is  therefore  of  correspondingly 
little  value.  As  it  is  closely  allied  to  the  action  which  takes 
place  in  the  process  of  absorption  in  cellulitic  cases  ;  let  us  look 
at  them  for  a  minute. 

Lastly,  Celliditis. — The  inter-polar  current  is  here  most 
probably  the  sole  agent,  and  it  acts,  apparently,  by  stimulating 
and  hastening  (but  in  what  way  is  doubtful)  the  process  of 
absorption  which  occurs  naturally.  This  effect  is  perhaps 
produced  through  the  medium  of  the  bloodvessels  or  nerves. 

May  not  a  similar  process  partly  account  for  the  diminu- 
tion of  fibroids  ?  Here  it  is  necessary  to  suppose  that  the  new 
growth  is  surrounded  by  a  zone  of  inflammatory  tissue  either 
in  the  stage  of  congestion  or  of  exudation,  either  of  which 
conditions  the  passage  of  an  electric  current  will  modify,  so 
that  a  diminution  in  the  bulk  of  that  zone  will  result,  and  so 
the  whole  mass  become  smaller. 

I  am  not  seeking  to  deny  the  possibility  of  electrolysis 
occurring  in  the  new  growth  tissue.  It  seems,  however,  very 
improbable,  but  direct  experiment  is  the  only  way  either  to 
confirm  or  disprove  it,  and  such  experiment  must,  on  account 
of  its  nature,  be  almost  impossible. 
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What  I  do  wish  to  point  out  is  this — that  the  diminution 
in  the  size  of  the  tumour  in  this  series  of  cases  is  so  slight 
comparatively,  that  it  is  not  necessary  to  suppose  that  any 
destruction  of  tumour  tissue  has  taken  place.  This  may  have 
happened  ;  it  is  impossible  either  to  prove  or  disprove  it. 
But  if  such  an  explanation  as  the  one  I  have  given  is  possible 
and  likely,  then  it  will  be  quite  enough  to  account  for  all  the 
decrease  that  has  occurred, — except,  perhaps,  in  one  case.  No, 
XVI,,  where  the  reduction  in  size  was  so  great  as  to  make 
this  explanation  not  quite  so  satisfactory.  But  even  here  it  is 
quite  possible. 

Further,  the  constant  current  acts  as  a  tonic,  so  that 
patients  feel  much  better  and  stronger,  often  before  any 
change  has  occurred  in  the  pelvic  condition,  either  physically 
or  symptomatically. 

Then,  too,  it  relieves  pain  just  as  happens  in  other  parts  of 
the  body.  But  for  this  the  constant  is  far  inferior  to  the 
interrupted  current.    This  is  doubtless  an  action  on  the  nerves. 

The  communication  contains  very  little  that  is  new  or 
original,  being  mainly  corroborative.  It  is  an  honest  attempt 
to  record  in  a  fair,  unbiassed  manner  a  trial  of  the  new  agent 
which  threatens  to  revolutionize  gynaecological  practice.  If  I 
have  succeeded,  even  in  the  slightest  degree,  in  adding  to  the 
reliable  information  on  the  subject,  my  object  is  fulfilled, 

I  have  to  thank  Dr.  Fordyce  for  kindly  finishing  some  of 
the  cases  when  I  left  Edinburgh,  and  must  record  the  deep 
obligation  I  feel  under  to  Professor  Simpson,  for  whom  the 
work  was  undertaken,  and  without  whose  kind  and  generous 
assistance  it  would  have  been  impossible  to  accomplish. 
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NOTES. 

North  of  England  Obstetrical  and  Gynaecological 
Society. — The  following  is  the  list  of  the  officers  for  the  year 
1 89 1  : — Dr.  Braithwaite  (Leeds)  was  elected  President,  in  place  of 
Dr.  Wallace  (Liverpool),  whose  term  of  office  has  expired.  The 
following  were  elected  Vice-Presidents  : — Drs.  Lloyd  Roberts  and 
Nesfield  (Manchester),  Drs.  J.  E.  Burton  and  McFie  (Leeds),  and 
Dr.  Keeling  and  Mr.  Arthur  Jackson  (Sheffield).  Dr.  Sinclair 
(Manchester)  was  appointed  Honorary  General  Secretary,  and  Dr. 
Walter  (Manchester)  Honorary  Treasurer.  The  following  gentlemen 
were  appointed  Local  Secretaries  : — Dr.  Donald  (Manchester),  Dr. 
Briggs  (Liverpool),  Mr.  Sidney  Rumboll  (Leeds),  and  Mr.  Richard 
Favell  (Sheffield). 


Obstetrical  Society  of  London. — The  following  is  the  list  of 
Officers  for  the  year  1891  :— President,  J.  Watt  Black,  M.A.,  M.D.  ; 
Vice-Presidents,  Percy  Boulton,  M.D.,  Thomas  Charles  Stewart 
Corry,  M.D.  (Belfast),  Thomas  Crawford  Hayes,  M.A.,  M.D.,  Evan 
Jones  (Aberdare),  William  Appleton  Meredith,  M.B.,  CM.,  Alfred 
Joseph  Tapson,  M.B.  ;  Treasurers,  G.  Ernest  Herman,  M.B.  (Chair- 
man of  the  Board  for  the  Examination  of  Midwives),  Francis  Henry 
Champneys,  M.A.,  M.D. ;  Honorary  Secretaries,  Albert  Doran, 
Peter  Horrocks,  M.D. ;  Honorary  Librarian,  William  Duncan,  M.D. 
Other  Members  of  Council,  Albert  Charles  Butter-Smythe,  Frederick 
William  Coates,  M.D.  (Salisbury),  Charles  James  Cullingworth, 
M.D.,  W.  Radford  Dakin,  M.D.,  S.  Houston  Dawson,  M.D., 
Henry  W.  Freeman  (Bath),  John  H.  Galton,  M.D.,  Henry 
Jervis,  M.D.,  William  Lenton  Heath,  M.B.,  Joseph  Johnston,  M.D., 
Henry  Ambrose  Lidiard,  M.D.  (Carlisle),  Henry  CoUey  March,  M.D. 
(Rochdale),  Thomas  Carjell  Nesham,  M.D.  (Newcastle-on-Tyne), 
G.  R.  Turner  Phillips,  Joseph  Henry  Philpot,  M.D.,  John  Baptiste 
Potter,  M.D.,  Herbert  R.  Spencer,  M.D.,  Harry  Speakman  Webb 
(Welwyn). 
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Professor  S.  Tarnier  has  been  elected  an  Honorary  Fellow  of 
the  Obstetrical  Society  of  London  to  fill  the  vacancy  caused  by  the 
death  of  Professor  F.  C.  Faye,  of  Christiania. 


On  Thursday,  January  8th,  1891,  Dr,  Champneys  was  elected 
Physician-Accoucheur  and  Lecturer  on  Midwifery  at  St.  Bartholo- 
mew's Hospital  \  and  Dr.  Walter  S.  A.  Griffith,  Assistant  Physician- 
Accoucheur. 


Obstetrical  Society  of  London. — At  the  January  meeting  of 
this  Society,  held  on  Wednesday  last,  there  was  a  large  attendance 
of  Fellows  and  Visitors  to  hear  a  paper  by  Dr.  Playfair  "  On  Re- 
moval of  the  Uterine  Appendages  in  Cases  of  Functional  Neurosis." 
The  author  opposed  the  operation  in  cases  of  purely  functional 
neurosis,  hystero-epilepsy,  and  hystero-mania,  and  was  in  favour  of 
systematic  therapeutical  treatment  even  when  marked  structural 
disease  of  the  tube  and  ovary  existed,  before  more  radical  measures 
were  adopted.  A  good  discussion  followed,  in  which  Sir  Spencer 
Wells,  Dr.  Priestley,  Dr.  Gervis,  and  other  authorities  took  an  active 
part.  The  general  opinion  was  entirely  against  removal  of  the 
appendages  for  neurosis. 
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